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available as Linctus and Lozenges 


Coscopin inhibits the cough reflex. It has the advantage over codeine 
that it is a mild bronchodilator, a mild respiratory stimulant and does 
not cause constipation. 


COSCOPIN LINCTUS is pleasantly flavoured and contains 25 mg. of 
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High blood 
pressure ? 


In the mild and moderate forms 







of hypertension a sedative giving 
slow and sustained relief is primarily 
indicated. Seominal is reeommended for the 
gradual and sustained lowering of blood 
pressure and will relieve symptoms such as 
congestive headache, vertigo and dyspnoea. 
It is well tolerated, one to two tablets 
daily give a feeling of tranquillity and 
relaxation without undue sedation. 


Medical literature 


avadable on request. 


Seominal 


Trade Mark. 
Gives gradual sustained relief 


Basic N.H.S.: Initial treatment (1 tablet twice daily): 2/3d per wee 
Maintenance treatment (! tablet daily): 1/14 per week 

Tablets: Luminal 10 mg. (gr. 1/6), theobromine 325 mg. 
(gr. 5) and reserpine 0.2 mg. 
In packs of 100 and 500. 


Bayer Products Limited 


Neville House, Kingston-on-Thames. Surrey. 
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H. K. LEWIS of GOWER STREET, London, w.c.1 





collections bought. 


£2 2s. net, pos 


BOOKSELLING DEPARTMENT. A large stock of textbooks and recent literature‘in all branches 
of Medicine and Surgery available. Please state particular interest. 
Foreign Books obtained to order. Catalogues on request. 


SECOND-HAND DEPARTMENT. A constantly changing large stock of Medical Literature on 
view, classified under subjects. Old and rare books sought for and reported. Large and small 


LENDING LIBRARY. MepiIcaL, SCIENTIFIC AND TECHNICAL. 
Annual Subscription from £1 17s. 6d. Prospectus PosT FREE ON REQUEST. 
Bi-monthly list of New Booxs and New EpITions sent post free to subscribers. 


A New EDITION oF THE LIBRARY CATALOGUE revised to December 1956, containing Classified 
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tage 2s. Just published. 
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THE CLINICS OF NORTH AMERICA 


These famous CLINICS OF NORTH AMERICA will be of the greatest help to you in your post- 
graduate study. They represent the nearest thing in print today to actual attendance at a 





postgraduate course... 


THE MEDICAL CLINICS OF NORTH AMERICA 


The Medical Clinics are in truth a “ stethoscope’’ on the pulse of medical progress. They bring you 
the new treatments, new drugs, new methods of diagnosis as they are proved in practice by America’s 
leading clinicians. These unique books of new medicine come to you. six times a year (January, 
March, May, July, September and November), each one containing a symposium (sometimes two) 
on a subject of special importance, selected according to the popular request of practising physicians. 


SUBJECT MATTER FOR 1958 


January: Difficult Office Problems 
March: Convulsive Disorders 
May: Neurology and Psychiatry 
July: The Circulation 


September: Specific Methods of Treatment 

November: Musculoskeletal Pain 
The Medical Clinics are obtainable by a year’s subscription to six consecutive numbers. Cloth covers 
£6 6s., or Paper covers £5 5s. 


THE SURGICAL CLINICS OF NORTH AMERICA 
The Surgical Clinics all but wheel the operating table right up to your desk, or armchair. Each 
number gives you descriptions so vivid and detailed that you feel as though you are right in the 
theatre, watching every movement. Published six times a year (February, April, June, August, October 
and December) these Clinics bring you the latest techniques that America’s leading surgeons have 
demonstrated to be successful. 


SUBJECT MATTER FOR 1958 

February: Pitfalls in Surgery and Possible Sources of Error 

April: Surgical Physiology of the Gastrointestinal Tract 

June: Surgery of the Liver, Biliary Tract, Pancreas and Spleen 

August: Surgery of the Lower Extremities—Surgery of Head and Neck 

October: Surgical Judgment 

December: Soft Tissue Injury 
The Surgical Clinics are obtainable by a year’s subscription to six consecutive numbers. Cloth covers 
£6 6s., or Paper covers £5 5s. 


THE PEDIATRIC CLINICS OF NORTH AMERICA 
The Pediatric Clinics are published four times a year (February, May, August and November) and 
they keep you continually informed of the current treatments and management of your young patients. 
These fine books on PRACTICAL PEDIATRICS tell you all about the latest drugs, possible reactions, 
therapy, prevention of complications, diagnostic tests and their significance, and dietary considerations. 


SUBJECT MATTER FOR 1958 

February: Gynecologic Problems—Pediatric Ophthalmology 

May: Recent Clinical Advances 

August: Behavior Disorders in Children 

November: Pediatric Cardiology 
The Pediatric Clinics are obtainable by a year’s subscription to four consecutive numbers. £5 5s. 
These remarkably informative books which constitute the Medical, Surgical and Pediatric Clinics of 
North America, carry no advertising whatsoever. They are packed from cover to cover with good 
solid clinical material. 
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Therapeutic advantages: 


Benzalkonium is a surface-acting bactericidal 
agent which is non-irritating to mucous membrane 
in therapeutic concentrations. It is non-toxic and 
highly efficient against gram positive and gram 
negative bacilli including sulphonaqide-resistant 
staphylococci and streptococci. 


MOUNT PLEASANT 


yeeee“eeeeeeeoeoee eee e {i 


INTRODUCED AND ADVERTISED TO THE MEDICAL PROFESSION ONLY 


Avoid sensitivity with a modern Nasal Spray 


NEO-RHINAMID 


Effective against antibiotic resistant bacteria 
(contains no sulphonamide) 
Formula: Benzalkonium Chloride 0-04% 
Ephedrine Hydrochlor. 1-0% 


Basic N.H.S. cost 2!2 
Literature and sample available on request. 


BAILLY LTD., LONDON 
Sole Concessionaires: BENGUE & co. LTD., Manufacturing Chemists 
ALPERTON - 








Indications: 


Acute Rhinitis 

Chronic Rhinitis 

Catarrhal infections with deflected septum 
Small septal ulcers 

Pharyngitis 


WEMBLEY MIDDLESEX 








ME 


2 NNN NT 
THE WORLD’S GREATEST BOOKSHOP 


= e+ FOR BOOKS # *# 





Famed Centre For 


2 
. 5 
Medical Books — 
New, secondhand and rare Books on every subject. = 

Stock of over 3 million volumes. : 
119-125 GHARING CROSS ROAD ~ LONDON ~ WC2 


Gerrard 5660 (20 lines) ye Open 9-6 (inc. Sats.) 
Nearest Station: Tottenham Court Road 


STUIUNVUITTRUAUUAAUOCUHAAA LS HUTT RUE 


Persistent ITCHING 


When your bsst efforts have failed to relieve 
this torturing symptom of: 


SMALL LLL AL MTD 
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Dry Eczema Vulval Irritation 
Simple Rash Haemorrhoids 
Ivy Poisoning Varicose Ulcer 


it’s a good time to try soothing Resinol Oint- 
ment. Clinical tests and 60 years’ use have 
demonstrated the effectiveness of this bland, 
lanolin - rich, medicated ointment. From 
all chemists. 


RESINOL inv Soar 


Full rom J. M. CURRY Agent for 
THE RESINOL Cont! 2 FITZROY STREET, LONDON w.! 

















Diabetic Neuropathies 


* : : . ‘ 
Complications involving the nervous 


. system have long been recognized as a 
: feature of diabetes. In cases where the 
peripheral nerves ere affected, adminis- 
tration of the whole vitamin B complex 
is sometimes advocated. The thera- 
. peutic response to the entire B complex 
. has been found to be considerably better 
than to thiamine alone. Although the 
parenteral route is recommended in the 
early stages of treatment, oral adminis- | 


* tration may be sufficient later. 
e 

Marmite yeast extract supplies all 
. known factors of the vitamin B complex 
e in a palatable form. It can be incorpor- 


ated readily in the diabetic diet and, as 
it contains only a negligible quantity of 
carbohydrate, it need not be taken into 
the dietary calculations. 


MARMITE 


yeast extract 


RIBOFLAVIN (vitamin Bz) 1.5 mg. per oz. NIACIN (nicotinic acid) 16.5 mg. per oz. 
MARMITE LIMITED, 37, SEETHING LANE, LONDON, E.C.3. 
3610 
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NO LONG FACES 
WHEN CHILDREN TAKE... 





Active Ingredients... we 


Theophylline 0-33 
Ethylmorphine 
Hydrochloride 0-025 
Sodium Antimonyl 
Tartrate . 0-00125 
Ascorbic Acid 0-25 
Sodium Citrate wend O 
Citrie Acid ... 10 
Glycerin 20-8 
DOSE 
6 m'ths-1 yr. + teaspn. 
1 to 3 years wu 1 teaspn. 


3 to 6 years 2 teaspns. 
6 to 12 years. 3 teaspns. 


Tanecolin 


The Tangerine-fiavoured Children’s Cough Linctus 


TANCOLIN is specifically formulated for children between the ages of six 
months and twelve years. The pleasant tangerine flavour makes an immediate 
appeal even to the most unco-operative child patient. 

TANCOLIN is freely prescribable on E.C.10 (Category 3/4). An ever-increasing 
demand indicates full acceptability as a treatment for the distressing 

cough associated with the Common Cold, Bronchospasm, Bronchitis 

and most Inflammatory and Catarrhal affections of the respiratory tract. 


S Maw Son and Sons Limited - Barnet - England 


G133! 










..- Overcoming Bowel Fixation 


ESPECIALLY AMONGST ELDERLY PATIENTS 
Obsession with the lower bowel is a familiar hypochondriacal 


condition—especially amongst elderly patients who have 
become laxative addicts. 


Yet their trouble can have a real organic basis, such as diminishing digestive secretions, 
and their need is a functional corrective which will break the purge habit and yet 
restore normal peristalsis. 

FELOPAN, as a supplementary source of bile salts and pancreatin, provides the correct 
physiological treatment for re-establishing normal intestinal activity without catharsis. 


In difficult cases, where patients fail 
to respond to the purely physiological 
stimulation, FELOPAN Compound 
with mild laxatives is recommended. 





“iterative and sampler mpghen on. een The functional corrective for constipation 





COATES & COOPER LTD PYRAMID WORKS, WEST DRAYTON, MIDDX. 
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Management of congenital 
dislocation of the hip 


The construction of a cast for this condition calls for 
special skill by the operator and exceptionally high 
quality in the materials used, if the prognosis is to 
be favourable. 

Gypsona P.O.P. bandages have the finest grade 
plaster—re-ground and sieved to a degree not found 
in ordinary commercially available plaster of paris. 

The fast-setting plaster is firmly fixed to the cloth 
and the resultant casts give a brilliant creamy white 
and porcelain-like hard finish, thus staying cleaner 
and lasting longer than casts made from hospital- 
made bandages. 























I. Child anasthetized— 
position of limbs maintained 
by assistants whilst. the ortho- 
pedic ‘surgeon applies the 
bandages; Gypsona P.O.P. 
bandages being applied over 
padding protecting bony 
prominences. 








2. Similar to above— 3. Surgeon completing the plaster- 


surgeon moulding plaster ing of left leg and foot—anas- 
in groin region. thetic discontigued. 

4. Completed plaster — 5. Completed plaster — posterior 
anterior aspect. aspect. 


Materials used in the construction of the 
cast illustrated here were; Nine 6” x 3 yd. ° 
and four 4” x 3 yd. Gypssna bandages. 





Gypsona : 


TRADE MARK 


PLASTER OF PARIS BANDAGES B.P.C. Gen) 


SMITH & NEPHEW LTD., WELWYN GARDEN CITY, HERTS. product 
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For home massage 
and relief of 
local tissue pain 
























Algesal is unique in containing 
no counter-irritant. It is suitable for 
repeated application by the patient 
at home, since it will not irritate or 
redden the skin. 

The single, active ingredient is a 
non-irritating, skin-penetrating sal- 
icylate, carried in a soothing white 
vanishing cream with a pleasant smell 
of lavender. 


INDICATIONS:  Fibrositis or 
muscular rheumatism, osteoarthritis, 
backache due to lumbo-sacral strain, 
tenosynovitis, frozen shoulder and 
local tissue pain after injury or 
exercise. 







\\ Algesal balm gives rapid ! ag 
\ 
symptomatic relief in Alg esal 


My . . | . 
\ acute fibrositis and non-irritating, skin-penetrating 


anti-rheumatic salicylate balm 





muscular rheumatism ek teddies ie coches 
\ \ Samples and full descriptive literature will be 
sent on request to the manufacturers 
\ ' —_ E.G.H. LABS 
—s PERU STREET, SALFORD 3, LANCS. 
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CROLAX ‘dou ble action: 
relieves constipation without irritation 


. .. a surface-active wetting agent to permit penetration 
and softening of the motion 
... a speedy peristaltic stimulation without griping . 
CROLAX combines these two actions. 
This new Crookes laxative is non-toxic in therapeutic doses and 
does not interfere with normal bowel function. 

The blandness of cROLAx makes it particularly suitable for 
treating constipation associated with haemorrhoids 
and megacolon, for bedridden patients, the 
young and the aged, after surgery. 





FORMULA: each capsule contains: 





dioctyl sodium sulphosuccinate somg. 1:8 dihydroxyanthraqui 25mg. 
DOSAGE: Adults 2 capsules at night, CG 0 L A X 

or more as directed by the physician. Children: 1 capsule at night 
BASIC N.H.S. COST: 2/2 for 12. 6/6 for 50 Literature and samples on request 


PACKING: Bottles of 12 and 50 capsules 





© THE CROOKES LABORATORIES LIMITED PARK ROYAL LONDON NW10 
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actiwity can be 
rapidly restored 


The well-being of many patients demands regularity in daily 
bowel movements, DULCOLAX, when taken in the evening on a full stomach 
in tablet form, will bring about a soft easy motion about ten to twelve 
hours later. In the form of a suppository it will act within the hour when inserted 
upon rising. This is achieved without side-effects or subsequent rebound 


constipation. The gentle action of DULCOLAX is most suitable for the aged. 


Sutcolax’ 


4,4'-diacetory-di phenyl-pyridyl-2-methane, 


c.H. Boehringer Sohn, ingeltheim-am-Rhein. 


© Manufactured and distributed in the UK. by Pfizer Ltd., Folkestone, Kent, for 
Registered Proprietors of the Trade Mark. *Regd. Trade Mark. 
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56 
outlook BS 


unsettled? 





For the inveterate victims of winter ills, the further outlook is 
indeed unsettled. Yet the prospects for such individuals need 
not be gloomy—provided steps are taken now to maintain their 
nutritional status at a really satisfactory level. It was for precisely 
this purpose that Vi-Macna Multivitamins was formulated. 
The special merits of Vi-Macna can be simply defined—a 
comprehensive formula . . . at an outstandingly high concentra- 
tion, and only one capsule or teaspoonful of syrup daily. 


Vi-Magna 





MULTIVITAMINS *REGD. TRADE MARK 
Each capsule contains: ' Each teaspoonful (5 cc.) contains: 
Vitamin A - . §,0001.U. Vitamin A a . ? §,0001.U, 
Vitamin D (viosterol) Eo:. >?) gos EU. Vitamin D . « gool.U. 
Thiamine mononitrate . . 3 mg. Thiamine HC! (Bi) 3 mg. 
Riboflavine (Bz) . . . . 3 mg. Riboflavine (Bz) 2 mg. 
Pyridoxine HCI (Bs) . . . 0.2 mg. Niacinamide . 20 mg. 
Ascorbic acid (C) 5 ee 75 mg. Ascorbic acid (Cc) 75 mg. 
Niacinamide . we 20 mg. Calcium ponsethenate 4 I mg. 
Calcium pantothenate . . 1 mg. Pyridoxine HC! (Bs) ore 0.2 mg. 
Folic acii ee er tee I mg. Vitamin P mcgm. 
Vitamin Bu . + 1 megm. (as present in concentrated extractives 

(as present in concentrated extractives from str ) 

from streptomyces fermentation) Bottles of 4 ‘and 16 fl. ‘ons. 


Bottles of 100 and 1,000 


LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD., London, WC.2 
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. of course, the newer tranquillisers expose the nervous system helps to induce natural sleep without 


patient to hazards, both known and unknown. That the side effects of... 
is why conservative sedation should be given a trial, 


particularly in cases of mild emotional stress or where S bE D U 1% | 7% ».4 


the patient is suffering pain originating from psycho- 

somatic causes. Sedumar induces light sedation 

safely through the influence of carbromal and brom- in the treatment of psychosomatic stress 
valetone, an analgesic effect being provided by the Each Sedumar tablet contains : 

presence of phenacetin. The formula for Sedumaz also Carbrom. B.P.C,_____._ _____. 12 mg 
contains aneurine hydrochloride for its beneficial Bromvaieton. B.P.C. '48..____ ~ 120 mg 
effects in conditions of nervous exhaustion and mental Phenacet. B.P. ~ - - - 180 mg 
depression. Furthermore, its calming influence on the Aneurin. Hydrochlor. B.P_——__________2 mg 


CALMIC LIMITED Crewe: Crewe 3251-5 London: 2 Mansfield Street - W1 - Langham 8038-9 
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‘N-A 


NON-ADHERING DRESSING 


VARICOSE ULCERS 


The non-adhering properties of Johnson’s ‘N-A’ Dressings, 
used in conjunction with Gauze and JOHNSON’S POROUS 
ELASTIC ADHESIVE BANDAGES, prevent healthy granulating 
tissues from being disturbed when wounds are re-dressed. 
Dressing needs to be done less often and healing is quicker. 
The free passage of exudates is facilitated and there is no 
maceration of tissues. 


BURNS AND GENERAL PURPOSES 


Johnson’s ‘ N-A’ dressings have been used in burn treat- 
ment and also for cuts and abrasions for which they have 
proved of particular value because of their non-adhering 
and non-macerating properties. 





NON-ADHERING pRessinc 4 * 
STERILISED 
ULCERS. BURNS. WOUND DRAINING 


ost 
FOR VARIC on, VR use 


ANO GENER 














Double-wrapped 


Sterilised 


PREVENTS MACERATION 
ALLOWS FREE DRAINAGE 
PROMOTES QUICKER HEALING 


Johnson’s ‘N-A’ Dressing is a pure rayon dressing which 
is non-adhering. This property, together with the essen- 
tial requirement of allowing free drainage of exudates 
(resulting in ffeedom from maceration), makes this dress- 
ing superior to traditional materials. Johnson’s. ‘N-A’ 
Dressings are sterilized, unmedicated, and do not disturb 
healing tissues. 


32” x 32” dressings in double-wrapped sealed envelopes, supplied 
in cartons of 36. Price to hospitals 12/- per carton. 


@ Fohmonafohmen 


The World’s Most Trusted Name in Surgical Dressings 


HOSPITAL DIVISION, SLOUGH, BUCKS - SLOUGH 25521 
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* SULMEZIL’ V is a first-class combination of two drugs. 
Its two active ingredients, used together, cover a far 
wider range of bacteria than either used alone. 

One constituent is Penicillin V, the acid stable form 
of penicillin which is rapidly and efficiently absorbed 
and gives consistent and reliable blood levels. This 
form of penicillin has proved to be markedly superior 
in these respects to other oral penicillin preparations. 

Combined with Penicillin V is ‘Sulphamezathine’, 
which has been widely accepted for many years on ac- 


IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 
Ph.760 
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A first-class 
combination 





count of its high potency coupled with low toxicity. It 
is undoubtedly the best sulphonamide for routine use. 

‘Sulmezil’ V tablets present these two drugs in a 
single easily-administered form. Each tablet contains 
60 mg. of Penicillin V (Calcium Salt) and 0.5 g. of 
* Sulphamezathine’. In packs of 25, 100 and 500. 





‘Sulmezil’ | V | tablets 
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UNIQUE BROAD SPECTRUM VAGINAL GEL 


for the treatment of Vaginitis due to 






AND 


BACTERIA 


including Haemophilus Vaginalis, the organism responsible for some 
of the so called “ non-specific”’ infections. 


ye 








RADE MARK 








+e, -) s! 
Administration: One applicatorful (7 ml.) Presentation: Sterisil is available in boxes con- 
instilled into the vagina every night. Clinical taining a tube of vaginal gel (14 oz.) and six 
cure may result from twelve applications, disposable applicators. 


but eighteen applications should be advised. 


EASTLEIGH, HAMPSHIRE 


STER 3857/4 


WM. R. WARNER & CO. LTD., 
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DISCOVERED BY 


Litty 








Front-line weapon 


Since its introduction, ‘Ilotycin’ brand 
erythromycin has established itself as a safe and 
potent oral antibiotic. Clinical experience has 
shown that it can play a vital part as a front- 
line weapon against a wide range of infections. 
*Tlotycin’ has a penicillin-like antibacterial 
spectrum, is powerfully bactericidal, has negli- 
gible effect on the normal intestinal flora, and 
is fully effective by mouth. It has accordingly 
become the logical first choice after penicillin 
in the treatment of common infections. 
Recent reports have stressed the value of 
*Tlotycin’ in treating the serious complications 
of influenza. 

The average daily dose is 1 Gm. increased in 
severe infections. 

‘ Tlotycin’ is available as Tablets of 100 mg. 


‘and 250 mg.; also as ‘ Llotycin’ Paediatric and 


as ‘ Ilotycin Glucoheptonate ’ Intravenous. 


EL) LILLY & COMPANY LIMITED - BASINGSTOKE * ENGLAND 
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~ The NEW Searle 
Rolicton Baste 


SOMETRAODINE 


BRAM™N D oO 





gives continuously 
effective diuresis 


@ on simple b.i.d dosage @ with absolutely minimal gastric upset 


@ without developing resistance to its action 
@ with no significant risk of potassium depletion 


@ and without the toxic hazards of 
carbonic anhydrase inhibitors or mercurials 


“* Early in this study it became 
evident that amisometradine 
produced a significant diuresis 
in most patients with heart 
failure, and that gastro-intestinal 
intolerance was unusual.”’ 
(1958.) BRIT. med. J. 1. 9. 





Available as 400 mg. tablets in 
bottles of 20, 100 and 500 

G. D. Searle & Co. Ltd., 

High Wycombe, Bucks. 

Tel. High Wycombe 1770. 


SEARLE 





Rolicton is a Registered Trade Mark 
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“ven” PARKE, DAVIS & COMPANY, LTD. (Inc. U.S.A.) HOUNSLOW, MIDDX. Tel: Hounslow 236! 








GRAND MAL EPILEPSY 


“*..a state produced by intense, spontaneous neuronal activity which 
has a tendency to spread throughout the grey matter of the brain 
with unbridled augmentation . . . like a prairie fire” 

W. Penfield. 


EPANUTIN* (phenytoin sodium) offers four epileptics out of five 
the opportunity of leading normal lives. The control of seizures 
by this powerful anticonvulsant is achieved with negligible 
hypnotic effects, and is frequently accompanied by improved 
psychological outlook and mental alertness. Some cases of grand 
mal respond better to a combination of Epanutin and 
Phenobarbitone than to either of these drugs given separately. 


EPANUTIN 


anticonvulsant with minimal hypnotic action 


* Trade Mark 


oustes (tt erm end tar) 
Sodeears rr pope: 1,000. 


in andPheneborb: tone Capsules. 
bert ons er. crensnerenee 
Bottles of 100 and tins of | ,000. 
Epenutin Suspension. Each 4 mi. (one 


ul) contains |O00rng. (/ 4 ers.) 
Tee 
4, 16, ond 80 fl.czs. 





ca 
“ 
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SUSPENSION 


OF cipes - / 





for children 








Calcipen-V Suspension 
is a palatable, 
ready-prepared 
suspension of calcium 
penicillin V, containing 
the equivalent of 60 mg. 
of penicillin V in each 

5 ml. It is supplied in bottles of 60 ml. 

Calcipen-V is also supplied as tablets containing 
the equivalent of 60, 120 or 240 mg. of penicillin V. 
Professional sample and detailed literature 

gladly sent on request. 










BOOTS PURE DRUG CO. LTD., NOTTINGHAM, ENGLAND 
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Did Shakespeare know about 
this oral treatment for Piles? 


50 00° 












































wemnay 


“< , . . And telling me the sovereign’st thing on earth 
Was parmaceti for an inward bruise.” * 


Henry IV, Part 1, Act 1, Scene 111, Line 58 


Parmacetyl tablets contain cetaceum, a wax obtained originally from the head of the 
sperm whale and known as parmaceti in Elizabethan times. 

Cetaceum passes down the gut unchanged except that it becomes ‘tacky’ at body 
temperature. It has a demulcent effect when it arrives at the rectum and anal canal. 
One course of these Tablets will remove pain and check bleeding in most attacks of 
‘acute piles’ without masking any more serious underlying pathology. 


Parmacety! is prescribable on Form E.C.10. Basic 2 Reference: The Practitioner, February 
N.H.S. price 2s. Id. Dosage is on every tube of 1957. Report of a successful trial at a 
12 tablets. For information and sample, please London hospital. A summary of this article 
write to manufacturers. is available on request. 


PARMACETYL tablets 


for the oral treatment of piles and allied conditions 


E.G.H. LABORATORIES LTD +: PERU STREET - SALFORD 3 + LANCS 
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Where 
every ounce 


Bellergal tablets were carried 

to the summit of Everest by the members 

of the 1956 Swiss Expedition 

and widely used to counteract 

the psychosomatic effects 

' of stress at high altitudes. 


Bellergal 
BY SANDOZ 


is effective at all levels 

(central, sympathetic, parasympathetic ) 
in the symptomatic treatment 

of a wide variety 


of psychosomatic disorders. 


0.1 mg. total alkaloids of belladonna 
0.3 mg. Ergotamine Tartrate B.P. 
20 mg. Phenobarbitone B.P. 





Sandoz Products Limited 








Original Everest Expedition photograph 
kindly supplied by the 
Swiss Foundation for Alpine Research 


Sandoz House 


London, W.1 
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ADRENOXYL 


Reduces the mean bleeding-time 


Adrenoxyl reduces the mean bleeding-time by decreasing the permeability and 
increasing the contractility and resistance of the capillary wall. 


A dry field at operation 

Adrenoxyl has been successful in diminishing capillary bleeding in a wide range 
of surgical operations. It has proved particularly useful in ear, nose and throat, 
ophthalmic and plastic surgery. In plastic surgery of the face it has been reported 
that, post-operatively, there is less swelling and bruising when Adrenoxyl has 
been used. 


No side effects 


Adrenoxyl does not have any side effects or contraindications. It does not 
affect blood coagulation, blood pressure or pulse rate and does not possess any 
sympathomimetic properties. 


In medical conditions 
Adrenoxy] has been used with success in those medical conditions associated 
with capillary fragility. 


In the British Medical Journal (April 21st, 1956) a correspondent confirmed the 
value of Adrenoxyl in providing a dry field for the surgeon and in shortening the 
duration of the operation. 


Packs 


Ampoules: Boxés of 6 and boxes of 50. 
Each ampoule contains 0.75 mg. of adrenochrome 
monosemicarbazone dihydrate. 


Tablets: Tubes of 25 and bottles of 500. 
Each tablet contains 2.5 mg. of adrenochrome 
monosemicarbazone dihydrate. 


The best results are obtained when both tablets and ampoules are used. 


HORLICKS LIMITED 


Pharmaceutical Division Slough Bucks 
Literature and samples are available on request to the Medical Information Dept. 
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Chemotherapy of Tuberculosis ANY 
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a WY/ 
AX a 
B-PAS (Wander), 4-benzoylamino-2-hydroxybenzoic acid, first intro- x) wy 


duced by our Research I aboratories in 1948, is the drug of choice in 
regimens comprising PAS in concurrent therapy. 

In the form of its calcium salt, it provides extended bacteriostatic levels, 
induces only minimal side-effects as compared with sodium PAS, and 
because of its high acceptability guarantees as far as possible that patients, 
particularly on domiciliary treatment, do take their medication. 


Available in 3.5 g. envelopes and in 1 g. cachets; and as bulk powder. 


Full abstracts from literature, also details of institutional packs and prices from the Medical Departmént 
A. WANDER LTD., 42, UPPER GROSVENOR ST., GROSVENOR SQ., LONDON W.1 


WX) OOK 
OOK) 404 
Ki Ky 


* B-PASINAH ” is available in two 
convenient forms: 


Powders each containin 


3.5 & calcium B-PAS ander) 
and 87.5 mg. isoniazid. 

Cachets each containin 

1 g. calcium B-PAS (Wander) 
and 25 mg. isoniazid. 
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SPECIFIC DESENSITISATION 
is the key to the treatment of ALLERGY 


The allergic patient's greatest hope of prolonged relief 
without palliatives lies in SPECIFIC desensitisation. 
Many disappointing results in the past have been due 
to inaccurate or incomplete identification of the 
causative allergens. Now, however, the use of Bencard 
skin testing solutions to confirm the causative allergens 
deduced from the case history makes it possible to 
formulate specific desensitising vaccines that give sub- 
stantial or complete relief to 75% or more of patients. 








DESENSITISING FOR HAY FEVER SHOULD BEGIN 
EARLY IN THE YEAR 


SKIN TESTING FOR POLLENS SHOULD BE DONE NOW 


The Bencard range of about 1,000 allergenic 
extracts is available for skin testing and the 
preparation of Specific Desensitising Vaccines 
to the individual needs of each patient. 


tTrHE BENCARD 


ALLERGY DIVISION 


The unique service provided by C. L. Bencard Ltd. to physicians, hospitals 
and clinics practising skin testing and specific desensitisation in allergy is 
fully described in THE BENCARD MANUAL OF ALLERGY. This is an 
attractive, compact and informative work of 90 pages, fully bound, and is 
an invaluable practical reference book for all physicians. A copy will be 


sent free of charge to any medical practitioner. 


C.L. BENCARD LTD. ALLERGY DIVISION 


PARK ROYAL, LONDON, N.W.10 
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An M&B brand Medical Product 


MANUFACTURED BY 


trade mark brand 
PROCHLORPERAZINE MALEATE 


‘Stemetil’ is advocated for the prevention of attacks of migraine or to 
lessen their frequency or severity; for this purpose it is given con- 
tinuously in a low dosage. It may also be used, in a higher dosage, at 
the prodromal stage, with a view to aborting the attack or relieving the 
symptoms. Choice of these two methods of use will depend on the 
frequency of the attacks. The drug is of prophylactic use in those 
cases wherein attacks of true migraine are induced by emotional upsets 
such as travelling or excitement. This is not to be confused with head- 
ache of psychogenic origin which is not true migraine and appears to be 
resistant to the drug. ‘Stemetil’ is also indicated in labyrinthine 
disorders including Méniére’s syndrome, giddiness of other origins 
(except when due to streptomycin), and vorhiting. Possible applications 
in psychiatry are being studied. 


PRESENTATIONS: Tablets of 5 mg. Suppositories of 25 mg. 


MAY & BAKER LTD 





DISTRIBUTORS: 





PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD * DAGENHAM 
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DISTAQUAINE V-K 


Potassium penicillin V 





a chemically improved form of ‘DISTAQUAINE’ V 









* greater solubility 
* faster absorption 
* earlier peak blood levels 


* higher therapeutic concentration 


DISTAQUAINE V-K 


Each tablet contains the equivalent of 125 mg. penicillin V 

acid (as potassium salt): 

Dosage: One or more tablets, depending upon the severity of the 
infection, at four-hourly intervals. 


cal : THE DISTILLERS COMPANY (Biochemicals) LIMITED 


Broadway House, The Broadway, Wimbledon, London 8.W.19 Tel: Liberty 6600. 


Owners of the trade mark ‘ DISTAQUAINE* 


"Ko prnd/53 
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Protein Tissue Building 
without Virilisation 


NILEVAR* promptly reverses nitrogen loss, 
stimulates protein tissue formation without significant 


androgenic effects and can be given 'to patients : 





irrespective of age or sex 
in simple daily doses 
for as long as it is therapeutically needed 


INDICATIONS : 

Problems of protein build-up commonly occur in : 4 
Convalescence from acute illness 
Chronic .wasting disease 
Undernourished or underweight individuals 
Recovery after surgery 
Preparation for planned surgery 
Recovery from severe burns and traumata 
Prematurely born infants 


In these conditions NILEVAR is the essential treatment in 
restoring positive nitrogen balance and well-being. 


NILEVAR is available in bottles of 25 and 50 tablets (10mg.) 
and in boxes of 6 ampoules (each containing 25 mg. in | c.c.). 





Literature available on request 


a 
* Registered Trade Mark NJ j | ec vas | r 


brand of norethandrolone 


ea «xHIGH WYCOMBE, BUCKS. Tel: High Wycombe 1770 
NY: 
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CHLOROMYCETIN.... 


EAR DROPS 10% 


(Chloromycetin 10% in propylene arenes in 5 ¢.c, 
vials, with dropper, & & bottles of 
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CHLOROMYORTIN* Ear Drops greatly 

reduce the time and effort necessary 

to treat suppurative otitis media, 

chronic otorrhoea, and infections of 
fenestration and mastoid operation cavities. 
Treatment can be conveniently 

carried out, if necessary in the patient’s home, 
and is effective in a matter of 

days as compared with previous 

techniques requiring long and tedious 


application under close supervision. 


Parke, Davis 
& Company Limited (Inc. U.S.A.) 
HOUNSLOW, MIDDLESEX 
Telephone Hounslow 2361 
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fipcce pe b= \—gnep eerne. pa — — William Withering, M.D., 1785 


“‘The great powers of this plant” 
are brought to the physician of today 
in the form of the pure crystalline cardiac glycoside 


lanatoside C— 


dilanid 
BY SANDOZ 






combining all the classical actions 
of Digitalis leaf with “the greatest 
possible accuracy of dosage,” 
rapid onset of therapeutic action, 
and rapid elimination to ensure - 


that the effects of overdosage 






are short-lived. 


TABLETS 0.25 mg. lanatoside C 
SOLUTION 1 ml. (approx. 30 drops) contains 1 mg. lanatoside C 
AMPOULES 2ml. contain 0.4 mg. desacetyl-lanatoside C 





s - a. 





Sandoz Products Limited 23 Great Castie Street 


London W.1 


——— EE Ee 
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‘An Anginal Patent— 
but not an invalid!’ 


Successful treatment of angina pectoris should enable the 
patient to recover confidence in his ability to work. 






Nl MC ae ‘PENTOXYLON’ 
i ae WA help to achieve this 
Se SAY y Ki happy result 
car “at &. ; 
if 
RY ff ‘PENTOXYLON’ 
Dy, 4. tablets contain 10 mg. P.E.T.N. 
‘ ») (pentaerythrityl tetranitrate), 
ve a potent coronary vasodilator, 
4 ng A d Se. iloid’, 
eae an alkaloidal fraction of 
4) Rauwolfia serpentina. 





‘PENTOXYLON’ 


removes the dread of another 
attack, and increases exercise 
tolerance. The need for 
nitroglycerin is greatly reduced 
when ‘Pentoxylon’ is used 
prophylactically, and in 
hypertensive patients 

there is a reduction in 

blood pressure. 


DOSAGE: 1 or 2 tablets four times daily 
before meals. 


PACKS: Bottles of 25, 100 and 500 tablets. 


PENTOXYLON 


( RI KE R ) *Pentoxylon’ and *Rauwiloid’ are registered trade marks. Regd. Users: 
ait RIKER LABORATORIES LIMITED - LOUGHBOROUGH .- LEICS. 
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today’s new 
MASTER PLAN 


against 







migraine 


The prescribing of ‘ Migril’ makes possible at last a planned 
attack upon the three predominant symptoms of migraine. 
Ergotamine is present at strength in ‘ Migril’ for its specific 
Each tablet contains effect upon the characteristic headache and ocular disturbances. 


Presario ae ers Caffeine is present too, since it acts as a synergist to ergota- 
eine mgm. ; ; 
cyclizine hydrochloride 50 mgm. mine. Frequently, however, ergotamine tends to evoke nausea 


In bottles of 10 and 100 and vomiting on its own account and can therefore worsen 
these aspects of the condition. For this reason, the potent, 
rapidly acting anti-emetic cyclizine- is also included in 
‘ Migril’—to overcome any tendency to nausea or vomiting, 
whether caused by the ergotamine or by the condition itself. 
And so successfully does cyclizine achieve this aim that truly 
effective oral doses of ergotamine can today be given—by 
means of ‘ Migril’. 


bra 


BURROUGHS WELLCOME & CO., LONDON 


(THE WELLCOME FOUNDATION LTD.) 
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THE BRITISH DRUG HOUSES 


and specimen packings are available on request. 


and Acetomenaphthone B.P. (vitamin K 


Pernivit is issued in tablets, each 
containing Nicotinic Acid B.P. 25 mg. 
analogue) 7 mg. 


basic N.H.S. price 2/- bottle of 50. 


Literature 


DOSAGE. Adults: Two to six tablets 


daily immediately after meals. 
Children: Half this dosage. 


PERNIVIT tablets, 


LONDON N.I 


LTD. 
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FETIOLOGY OF PRE-ECLAMPTIC TOXA:MIA 
AND ECLAMPSIA 
FACT AND THEORY * 
F. J. BROWNE 


M D. Aberd., D.S¢. Edin., F.R.C.S.E., F.R.C.O.G. 


EMERITUS PROFESSOR OF OBSTETRICS AND GYNASCOLOGY IN THE 
UNIVERSITY OF LONDON; CONSULTING OBSTETRIC SURGEON, UNIVERSITY 
COLLEGE HOSPITAL, LONDON 


A DISCUSSION at the Royal Society of Medicine, London, 
on the A&tiology of Pre-eclampsia (Proceedings of the 
Royal Society of Medicine 1957), though of great interest 
and presenting new data bearing on pathogenesis, seemed 
to fail in its presentation of all the facts as well as in its 
lack of any précise conclusions regarding the etiology of 
pre-eclamptic toxemia and eclampsia. 

It has long seemed to me that, thanks to the researches 
in Great Britain, the United States, and elsewhere, 
especially in the past ten years, we now have all the essen- 
tial facts bearing on the etiology of eclampsia, and that 
they resemble the pieces of a jig-saw puzzle and only need 
to be assembled in proper sequence to provide an accept- 
able explanation of eclampsia, including its onset two 
or three days after delivery. 

Any satisfactory explanation of the ztiology of eclampsia 
must explain (1) why it occurs only in association with 
pregnancy and only in man; (2) its preference for first 
pregnancies (75% of cases); (3) why it sometimes occurs 
in pregnancy with hydatidiform mole and no feetus, 
and that very early in pregnancy (say from the 12th to the 
16th weeks); (4) why it is five or six times as common in 
twin as in single pregnancy; (5) why it occurs in 50% of 
chronic hypertensive pregnancies ; (6) its greater frequency 
in diabetic pregnancy; (7) why it is often associated with 
“red infarcts’ in the placenta, or with concealed acci- 
dental hemorrhage, and sometimes with renal cortical 
necrosis; and (8) why it often occurs two or three days 
after delivery (10% of all cases). This last has been the 
chief obstacle to the acceptance of all published theories, 
including those of Young (1914), Paramore (1929), Beker 
(1948), Van Bouwdijk Bastiaanse and Mastboom (1950), 
Parviainen et-al. (1950a and b), Louros and Kairis (1951), 
Sophian (1953), Theobald (1955), and Bartholomew et al. 
(1957). 

Hormones in Normal Pregnancy 

In normal pregnancy the anterior lobe of the pituitary 
gland hypertrophies and produces excess of cortico- 
trophin. This is no doubt due to cestrogens secreted 
by the placenta, which, besides the foetus, is the only 
new organ in the pregnant woman. 

Corticotrophin is also produced by the placenta (Cohen 
and Kleinberg 1952, Assali, Hamermesz, and Ross 1954). 
Under this double stimulus the adrenal cortex undergoes 
hyperplasia and secretes excessive amounts of cortical 
metabolites, including glucocorticoids (11-oxycortico- 
steroids), which have an anti-insulin effect on carbo- 
hydrate metabolism and are the basis of the well-known 
delayed sugar-tolerance curve characteristic of normal 
pregnancy. Under the influence of corticotrophin the 
adrenal cortex also secretes excess of the mineralo- 
* Paper read at a joint meeting of the Colloquia on Hypertension 

and Pregnancy Toxemia and the 4th Conference in Australia 
of poy yee! of Obstetricians and Gynecologists, Sydney, 
Aug. 28, . 
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corticoids (11-deoxycorticosteroids), which retain sodium, 
chloride, and water. Aldosterone, though probably 
largely responsible for the cedema both of normal preg- 
nancy and of toxemia, does not seem to be under the 
influence of the exterior lobe of the pituitary gland or 
of corticotrophin but to be regulated by sodium and 
water balance. 

At this point let me cite some rather striking evidence 
of the powerful sodium-retaining and pressor effects of 
adrenocortical compounds. 


Ferrebee et al. (1939) treated 13 cases of Addison’s disease 
with deoxycortone acetate or propionate. This caused a striking 
retention of salt and water, the urine diminishing to 410 ml. in 
twenty-four hours in one patient receiving a daily dose of 
15 mg. The blood-pressure rose from subnormal to normal 
levels in two to four weeks, and in 3 of the cases it rose gradually 
to 160/92, 160/110 and 146/108 mm. Hg. Of the 13 patients 10 
developed cedema, varying from mild puffiness of the face and 
ankles to massive anasarca. 

Altschule and Zamcheck (1942) reported the case of a man, 
aged 43, who had asthma for many years but no evidence of 
adrenal cortical insufficiency. Because of eczema, which he 
had had for years, sodium chloride 5 g. by mouth daily and 
extract of suprarenal cortex 1 ml. daily intramuscularly had 
been prescribed. At that time his blood-pressure was 120/80 
mm. Hg and serum-protein level 5-9 g. per 100 ml. He 
received altogether 7 ml. of extract of suprarenal cortex in the 
daily doses. Severe oedema developed in his legs and soon 
involved his whole body, and in consequence he was admitted 
to hospital. He then had rapid respiration, dyspnoea, orthop- 
noea, cedema of face, arms, legs, and trunk, and effusion into 
his body cavities. His urine contained much albumin, casts, 
and a few red blood-cells. His blood-pressure was 200/110 mm. 
Hg and serum-protein level 4-42 g. per 100 ml. There was no 
evidence of congestive heart-failure. Altschule and Zamcheck 
considered that “‘ the syndrome closely resembles that pro- 
duced by a diffusely active vascular toxin”. The lowered 
serum-protein levél suggests injury to the capillary walls by 
the “ vascular toxin ”’. 

In this connection it is of interest to recall that examination 
of the cedema fluid in 3 cases of*gross oedema in severe pre- 
eclamptic toxemia in the obstetric department of University 
College Hospital, London, showed protein levels of 0-5, 0-57, 
and 0-9 g. per 100 ml. Since the normal protein level in inter- 
stitial fluid is exceedingly low (less than 0-1 g. per 100 ml.), 
this incre :¢ clearly indicates injury to the capillaries, an addi- 
tional cuuse of the often rapidly forming oedema of pre- 
eclamptic toxemia. Incidentally this demonstration of injury 
to the capillaries by a vascular toxin justifies the retention of 
the term “ toxemia of pregmancy ”’. 


Though the deoxycortone acetate used by Ferrebee 
et al. (1939) was a synthetic compound and is probably 
not produced to any great extent by the adrenal glands, 
its action in causing oedema and hypertension is of great 
interest. It is probable that the chief cause of edema 
in pre-eclamptic toxemia is an increased secretion of 
salt- and water-retaining hormone by the adrenal cortex, 
but a contributory factor may be antidiuretic hormone, 
which Hawker (1952, 1957) has shown to be increased 
in the plasma of patients with pre-eclamptic toxemia 
compared with normal pregnancy. Hawker has found 
too that, in normal pregnancy, this hormone is kept in 
check by a placental enzyme which does not do so in 
pre-eclamptic toxemia. 

We shall presently see that hydrocortisone (compound 
F) can cause in laboratory animals as great a rise of blood- 
pressure as can deoxycortone acetate. In passing it is 
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important to note that deoxycortone acetate does not raise 
the blood-pressure in healthy pregnant women. In 1946, 
during my own investigations of the cause of the hyper- 
sensitivity of the vascular system in toxemia, I was 
surprised to find that injected extract of suprarenal cortex 
in the same doses as used by Altschule and Zamcheck 
(1942) had no effect whatever in raising the blood- 
pressure in healthy pregnant women. The probable 
reason for this has now come to light. 
Hypertensive effects of Corticotrophin, Cortisone, and 
Hydrocortisone 

Hydrocortisone and cortisone raise the blood-pressure, 
both systolic and diastolic, in rats at least as much as 
and probably more than does deoxycortone acetate after 
two weeks’ treatment in intact (non-adrenalectomised) 
rats (Friedman et al. 1952, Knowlton et al. 1952). It 
is now well known that hypertension occasionally 
develops during therapy with corticotrophin and with 
cortisone (Zweifach and Shorr 1950, Cope and Hurlock 
1954). Perera (1950) observed the effect of cortico- 
trophin on the resting blood-pressure of 13 non-pregnant 
patients; a rise occurred in the great majority. In one 
patient with hypertension the administration of cortico- 
trophin 100 mg. daily for nine days was followed by a 
rise of blood-pressure, hypertensive encephalopathy, and 
mental confusion. 

Increase of Corticosteroids in Normal and in Toxzmic 
Pregnancy 

Bayliss et al. (1955) followed the plasma levels of 
17-hydroxycorticosteroids at monthly intervals through 
the normal pregnancies of 30 women. The level rose 
progressively during normal pregnancy, becoming in 
some cases very high; after delivery the level fell and 
was normal again after a week. Gemzell (1953) found 
that the concentration of 17-hydroxycorticosteroids 
(which include hydrocortisone) in the blood in the last 
three months of normal pregnancy was four times the 
pre-pregnancy value. Immediately after delivery it 
increased to seven times the normal value, but by the 
sixth day it had fallen to pre-pregnancy level. The 
significance of this rise immediately after delivery will be 
discussed later. 

Many investigators have found that, in toxemia, the 
urinary excretion of corticosteroids is considerably 
larger than in normal pregnancy (Tobian 1949, Parviainen 
1950a and b, Chart et al. 1951, Lloyd et al. 1952, 
Venning et al. 1954). 

I am aware that Assali et al. (1955) found that the blood 
levels of 17-hydroxycorticosterones were not raised in 
toxemia compared with normal pregnancy. The gluco- 
corticoids alone, however, were estimated, not the 
mineralocorticoids, which are probably the hormones 
chiefly involved in pregnancy toxemia. Assali et al. 
(1955), commenting on their results, state: 

‘* By excluding glucocorticoids from involvement in toxemia 
our results lend support to the work of the aforementioned 
investigators (i.e., Venning, Tobian, Lloyd et al.) which 
indicates that mineralocorticoids may be the hormones involved 
in this abnormality.” 

It should be here noted that Chart et al. (1951) found 
much increased excretion of a sodium-retaining factor in 
toxemic pregnancy but no parallel increase in the 
excretion of 1l-oxysteroids (glucocorticoids). 

Cushing’s Syndrome and Normal Pregnancy 

There are several resemblances between normal 
pregnancy and Cushing’s disease, which is now regarded 


as due, in most cases, to hyperplasia of the adrenal cortex. 
J. S. L. Browne, indeed, has spoken of normal pregnancy 
as “a kind of physiological Cushing’s syndrome ”’. 
Examples of this resemblance are insensitivity to insulin, 
adiposity, osteoporosis, striz, sodium retention, and 
hypertension, which is present in Cushing’s syndrome 
in 90% of cases. Study of 15 cases of normal pregnancy 
by Bush and Pickering (Bush 1953) has shown that the 
blood-level of 17-hydroxycorticosterone is within the 
range of that found in Cushing’s disease : 

“Thus the increased rate of adrenocortical secretion in 
pregnancy, indicated by clinical findings and estimations of 
urinary steroids, is also associated with an increased concen- 
tration of adrenocortical hormone in the peripheral venous 
blood ” (Bush 1953). 


I have discussed Cushing’s syndrome at some length 
because it shows that blood-pressure-raising hormones 
are produced by the adrenal cortex in normal pregnancy. 
I shall suggest later that hypertension similar to that in 
Cushing’s disease would develop in every pregnant woman 
if it were not for the protective placenta. Strie often 
appear in pregnancy on the upper and outer aspects of 
the thighs, where they could not be due to stretching of 
the skin or to deposit of fat over the fascia lata. They are 
very well-known side-effects of cortisone, and though 
they are usually present in Cushing’s disease, even on 
thin legs, they may be absent, as they often are, in 
pregnant women. 

The Protective Placenta 2 

It will be evident that the normal overaction of the 
anterior lobe of the pituitary gland and of the adrenal 
cortex can cause the syndrome of pre-eclamptic toxzmia, 
including oedema, hypertension, and albuminuria. Why 
then does not every pregnant woman become hyper- 
tensive ? That she becomes cedematous is well known, 
and that half the weight gain of normal pregnancy is 
due to retention of water—i.e., 12 lb. or 6 litres of water. 


In 1948 it was shown that there is present in the normal 
human placenta and decidua a highly active mono-amine 
oxidase that can inactivate vasoconstrictor amines—e.g., 
adrenaline and tyramine. Its activity increases as the placenta 
matures, and is diminished or inhibited by a decrease in the 
oxygen tension of the medium in which it acts (Luschinsky and 
Singher 1948, Thompson and Tickner 1949). The significance 
of this work could not be appreciated in 1948, because no 
work had been done on the maternal placental blood-flow. 
Browne and Veale (1953), however, by injecting radioactive 
sodium into the placental blood sinuses and measuring its rate 
of disappearance in healthy, pre-eclamptic, and chronically 
hypertensive women, showed that there was a reduction of 
about half in the pre-eclamptic and chronically hypertensive 
women compared with the healthy women. This reduction 
could decrease the oxygen tension within the placenta, and the 
finding of a decreased oxygen tension in the cord blood in 
toxemia (Walker 1954) suggests that this actually happens. 

It will be clear, therefore, that in normal pregnancy, 
when the placenta has not been made ischemic, pressor 
substances can be wholly or partly destroyed ; in placental 
ischemia, however caused, the enzyme cannot exert its 
anti-pressor activity, with consequent failure of degrada- 
tion of vasoconstrictor’ substances produced by the 
adrenal glands. 

Corroborative evidence of this activity is found in the 
fact that, though corticotrophin causes hypertension in 
non-pregnant women, it does not do so in healthy 
pregnant women. Assali and Suyemoto (1954) gave 
intramuscular cofticotrophin 120 mg. for four, five, and 
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six days to 3 normotensive pregnant women. There was 
retention of sodium, but the blood-pressure was not 
raised nor the weight increased. These data, they say, 

“‘ show that ACTH does not cause changes in the electrolytes 
in the pregnant woman of the same magnitude as in the non- 
pregnant state. Although some decrease in sodium excretion 
and some increase in potassium excretion occurred these 
changes were not as significant as those observed by Forsham 
et al. (1948) in non-pregnant women, even though the dose 
used was three times as great. Also the decrease in eosinophile 
counts and increase in uric acid and 17-ketosteroids never 
reached the marked levels obtained in non-pregnant subjects . . . 
The lack of striking response is probably due to a certain 
tolerance of the pregnant woman to ACTH.” 

Neither can deoxycortone acetate, which we have seen 
is such a potent hypertensive and sodium-retaining agent 
in non-pregnant women, cause hypertension in pregnancy. 

Assali et al. (1953) gave intramuscular deoxycortone acetate 
30 mg. daily for four days in the last three months of normal 
pregnancy, together with 9 g. of salt and a normal hospital 
diet, and failed to induce any of the changes seen in toxemia. 

Margulis et al. (1954) write: “One of the most striking 
observations ” (in their research on the use of corticotrophin 
and cortisone in pregnancy) “‘ was the increased tolerance of 
pregnant patients to the administration of ACTH and cortisone. 

After discussing several possible reasons for this they specu- 
late on “ the production of a physiological antagonist ”’. 

Ferguson (1951) had previously noted that “‘ the pregnant 
woman appears peculiarly resistant to ACTH as she fails to show 
the expected physiological changes”’. He also failed to get 
retention of water after corticotrophin therapy. This led him 
to conclude that “ adrenocortical stimulation is probably not 
the cause of positive water balance in pre-eclamptic toxemia ”’. 

I have already mentioned my own failure to cause hyper- 
tension by injection of extract of suprarenal cortex into healthy 
pregnant women. 


Causes of Placental Ischemia 

We have seen that pre-eclamptic toxemia and eclampsia 
are more common in first and twin pregnancies. Over- 
distension of the uterus in twin pregnancy and its stretch- 
ing against powerful resistance in primigravide seem 
to be a sufficient explanation. In twin pregnancy the 
blood-supply to the wall of the uterus is significantly 
reduced (Morris et al. 1955); it is a reasonable assumption 
that this is due to overdistension. It will be appreciated 
that, since pre-eclamptic toxemia occurs in only 10% 
of primigravide and 5% of multipare, a diminished 
blood-flow through the uterine wall would, on average, 
be found in only 1 of every 10 primigravide and 1 of 
every 20 multipare. 

An alternative suggestion is that of Beker (1948), 
approved and adopted by Van Bouwdijk Bastiaanse and 
Mastboom (1950), that the uterus in young primigravide 
often has a hypoplastic vascular system, which is per- 
manently improved after one or two pregnancies. The 
figures illustrating Beker’s paper are certainly very 
impressive. 

In chronic hypertension peripheral vasoconstriction 
(expressed as raised diastolic pressure) reduces the 
placental blood-flow; hence the increased liability of 
chronic hypertensives to develop pre-eclamptic toxemia. 
Association of Eclampsia and Pre-eclamptic Toxamia 
with Placental Red Infarcts, Uteroplacental Apoplexy, 
and Renal Cortical Necrosis 

All these are explained by arterial spasm. Clinical 
experience shows that, when the systolic blood-pressure 
rises above 160 mm. Hg, especially if it rises quickly, 
these accidents are liable to happen. The spasm in the 


spiral arteries of the decidua—an exceedingly vascular 
area—temporarily cuts off ‘the blood-flow through the 
arterioles and capillaries distal to the constriction and so 
injures their walls by anoxia. After some time the 
constriction relaxes, blood flows again through the vessels, 
and their injured walls give way, with the result that 
hemorrhage takes place in the decidua underneath the 
placenta. It may be small, causing the well-known. “ red 
infarct” described by Young (1914); in this case the 
foetus usually survives for the time being. The hemor- 
rhage may be large enough to separate a large part of the 
placenta, almost always followed by death of the feetus. 
It will be obvious that this is the same mechanism that 
causes normal menstruation as described by Markee 
(1940), though the cause of the vasoconstriction is, 
of course, different. Similar vasoconstriction in the 
kidney can injure glomeruli and cortex, with results vary- 
ing in severity and extent according to the duration 
of the spasm, from albuminuria in the mildest to irrever- 
sible bilateral cortical necrosis in the most extensive and 
prolonged (Sheehan and Moore 1952). 
Toxaemia in Diabetic Pregnancy 

The most generally accepted theory of the etiology 
of diabetes mellitus is that excess of growth hormone 
from the anterior lobe of the pituitary gland stimulates 
the 8 cells of the islets to produce abnormally large 
amounts of insulin, and that this overproduction exhausts 
the 8 cells, Which then degenerate and die. If this is the 
cause, it is strange that not every diabetic develops hypér- 
tension and cedema, because one would expect that the 
overacting anterior lobe of the pituitary gland would at 
the same time secrete excess of other hormones, including 
corticotrophin. There is, however, no evidence that it 
produces excess of gonadotrophic hormone, and it seems 
probable that growth hormone alone is in excess. One 
cannot therefore explain the increased incidence of 
toxemia in diabetic women by increase of corticotrophin 
acting on the adrenal glands. Another possibility is 
that atheroma of the pelvic arteries, which is present in 
most diabetics after they have had the disease for twenty 
years or more, limits the blood-supply to the placenta. 
White (1952) states that it is in the severe grades of 
diabetes, in which there is arterial disease, that toxemia 
is likely to arise. 
Toxemia in Hydatidiform Mole 

The chorionic villi normally secrete cofticotrophin, 
but whether it is the cytotrophoblast or the syncytium 
that does so is unknown. It is of course well known that 
the cytotrophoblast secretes excessive amounts of 
chorionic gonadotrophin in hydatidiform mole, and it 
may reasonably be assumed that corticotrophin is also in 
excess. If so, it would explain the liability to toxemia 
and even eclampsia in molar pregnancy, even in the 
first three months. It is also probable that the dropsical 
chorionic villi so fill the intervillous spaces that maternal 
blood is squeezed out and oxygen tension reduced. 
Eclampsia after Delivery 

After the birth of the placenta its protective action, poor 
though it may have been because of placental ischemia 
in toxemia, is suddenly withdrawn. Pressor substances 
are still being produced by the adrenal cortex, but in 
rapidly diminishing amounts, and are now free to 
circulate in the maternal blood. We have already seen 
that Gemzell found an increase of almost 100% in the 
blood-level of 17-hydroxycorticosteroids ‘immediately 
after delivery. I suggest that this is the explanation of 
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eclampsia within the first three days of the puerperium. 
Fits occurring after that time are, I suggest, due to one 
of two causes: primary cerebral venous thrombosis 
(Martin and Sheehan 1941) and subarachnoid hzmor- 
rhage. In all such cases a neurologist should be called in 
and, when subarachnoid hemorrhage is a possibility, 
lumbar puncture should be done to exclude blood in the 
cerebrospinal fluid. 

If this explanation of the absence of hypertension in 
normal pregnancy and of the occurrence of eclampsia in the 
first three days after delivery is correct, we would expect 
a rise of blood-pressure after the birth of the placenta 
in women whose blood-pressure has been normal through- 
out pregnancy and labour. I have not been able to find 
any reference to this in textbooks, and it seems to have 
been assumed that the blood-pressure is always normal. 
Examination of blood-pressures of such women at the 
Royal Hospital for Women, Sydney, and at the Post- 
graduate Medical School of London, has, however, shown 
that 20-30% are hypertensive in the first three days after 
delivery. This is remarkable when it is considered that 
these women are at rest, are tired after labour, and have 
often lost a considerable amount of blood. Intramuscular 
ergometrine 0-5 mg. was given routinely at the end of the 
second stage, but the puerperal blood-pressures were not 
taken until between twelve and twenty hours after 
delivery, and some much later. It is therefore unlikely 
that any of the hypertensions were due to ergometrine. 


Rise of Blood-pressure in Toxemic Patients after Delivery 

During the last week several examples of this have come 
to my notice without seeking or searching. 

(1) Mrs. A, aged 27, first pregnancy, multiple pregnancy, 
and pre-eclamptic toxemia. May 1, 1957: membranes stripped 
and medical induction given. May 3: artificial rupture of mem- 
branes and oxytocin drip. May 4: episiotomy and breech 
extraction of first infant, forceps delivery of second; manual 
removal of placenta because of postpartum hemorrhage; 
intramuscular ergometrine 0-5 mg. given; after delivery blood- 
pressure rose remarkably to 170/120 mm. Hg. From this time 
onward the patient progressively deteriorated and died at 
1.45 A.M. on May 5. Necropsy revealed a liver with findings 
typical of eclampsia. 

(2) Bulfin and Lawler (1957) review 234 sets of twins 
delivered beyond seven months’ gestation, and state that there 
were 12 cases “in which the excessive rise in blood pressure 
post-partum resulted in headache, nausea and visual disturb- 
ances, creating all the appearances of impending eclampsia. 
In retrospect we now feel that the injudicious use of ergonovine 
in these patients already toxemic could have been responsible 
for the fulminating post-partum symptoms.” They state that 
intravenous ergometrine maleate occasionally causes acute 
hypertension which persists from half an hour to four hours. 
“« The hypertensive effect of this drug seems to be even more 
pronounced in the patient whose uterus is contracting follow- 
ing distension from a twin pregnancy.” 

(3) Dugan and Black (1957), discussing kyphoscoliosis in 
pregnancy, review 39 pregnancies in twenty-two hospitals 
and give a detailed account of 1 fatal case. This woman had 
toxemia and was delivered vaginally by forceps after pudendal 
block. The placenta and membranes were complete, and 
there was no postpartum bleeding. At 2.30 P.M., forty-five 
minutes after delivery, the patient’s pulse-rate was 122 and 
blood-pressure 148/80 mm. Hg. At 3.30 P.M., one and three- 
quarter hours after delivery, her blood-pressure was 180/100 
mm. Hg. She had a generalised convulsion, which lasted 
about three minutes. Her condition steadily deteriorated, 
and she died at 7 p.M. During labour she had been given 
pethidine and scopolamine and, because of severe restlessness 
during delivery, intravenous morphine sulphate gr. '/,. There 
is no note about whether ergot was given or not. 


Eclamptic Fits 

These are caused by a rapidly rising systolic blood- 
pressure causing hypertensive encephalopathy, and by 
cerebral oedema. 

That a rapidly rising systolic blood-pressure alone can cause 
convulsions is shown by Byrom’s (1954) experiments on rats. 
He removed one kidney and clamped the renal artery of the 
other. In the weeks after the operation the systolic blood- 
pressure rose and ultimately, when it reached an excessively 
high level (over 200 mm. Hg), especially if it rose steeply, fatal 
convulsions came on. Through a ‘ Perspex’ window in the 
rat’s skull spasm was seen in the cerebral arterioles during the 
convulsions. 

(£dema of the brain alone can cause fits. Rowntree (1923) 
showed that by giving 50 ml. of water per kg. of body-weight 
to dogs every half-hour—i.e., faster than the kidneys could 
excrete it—he could produce convulsions, coma, and death 
in a few hours. Necropsy revealed cedema of the connective 
tissues, liver, kidneys, and brain. Rowntree demonstrated 
increased intracranial pressure during life and believed this to 
be the cause of the convulsions. 

It is possible that hypertension and oedema can supplement 
each other as eclamptogenic agents ; that fits can occur if systolic 
blood-pressure rises quickly to a high level with little or no 
cedema, as in Byrom’s (1954) rats; and that they may occur if 
there is cerebral cedema alone if the blood-pressure is normal or 
near normal, as in Rowntree’s (1923) dogs. 

Cerebral dysrhythmia may possibly predispose to 
fits, but the evidence is inconclusive (Rosenbaum and 
Maltby 1943, Parviainen et al. 1950a and b, Macintosh 
1952, James 1955, Poidevin 1955). Recently I saw a 
patient who had pre-eclamptic toxemia and idiopathic 
epilepsy, but eclampsia did not develop. 

This view of the cause of eclamptic fits received support 
from the results in Cincinnati, U.S.A., where treatment 
of eclampsia is based on the assumption that the fits are 
due to cerebral vascular spasm, and that if it is relieved 
they will cease. This is achieved by giving alkaloids of 
veratrum viride; cedema is also treated with intravenous 
dextrose; and magnesium sulphate, 50% solution, is 
injected intramuscularly as a sedative and anticonvulsant 
to relax the cerebral vasospasm (McCall and Sass 1956). 
No other sedatives are given. To date 205 consecutive 
cases have been reported with only 3 deaths, 2 of which 
took place in pre-antibiotic days from puerperal sepsis, 
one fourteen days and the other sixty-five days after cure 
of the eclampsia and delivery. This is an uncorrected 
maternal mortality of 15% (Bryant and Fleming 1940, 
Garber 1953). 


Role of Diet in Causing Toxemia 

The greatly increased frequency of eclampsia in 
patients with beriberi (King and Ride 1945) and in areas 
of the United States where pellagra is endemic suggests 
that vitamin-B complex may be essential for the action 
of the placental enzymes. Tiipsley (1953) has found that 
eclampsia is much less comimon among races that con- 
sume large amounts of fibre in their diet. I think that the 
fibre may contain vitamin B. Possibly other dietary 
factors—e.g., calcium and vitamin D—are also important 
in this connection (Theobald 1955). Perhaps a high- 
carbohydrate diet, by raising the blood-sugar level, calls 
for a greater output of insulin and therefore of growth 
hormone to provide it, and as a consequence of this an 
increased output of corticotrophin. This might explain 
the value of a low-carbohydrate diet in preventing 
toxemia (Stevenson 1952, Hamlin 1952, J. Woodhill, 
personal communication, and others). 
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Sensitisation of Vascular System 

That the vascular system is hypersensitive in pre- 
eclamptic toxemia was first demonstrated by Schockhaert 
and Lambillon (1937) and Dieckmann and Michel 
(1937), and confirmed by De Valera and Kellar (1938) 
and myself (Browne 1943). 

That this hypersensitivity is not hereditary or constitu- 
tional but acquired between about the seventeenth week 
and the time at which toxezmia becomes clinically mani- 
fest was shown by me in 1946 (Browne 1946), when I 
found evidence that its cause was chorionic gonado- 
trophin. This finding that the sensitisation is acquired 
in the course of pregnancy rules out the suggestion that 
pre-eclamptic toxemia develops only in women with a 
familial predisposition to chronic hypertension. I was 
unable to pick out, by the cold pressor test, women who 
would develop toxemia in later pregnancy (Browne 
1940). 

Byrom (1937) produced, in rats, lesions closely resemb- 
ling those of eclampsia—focal necrosis of the liver and 
symmetrical cortical necrosis in the kidneys—by inject- 
ing vasopressin. He believed the lesion to be due to 
arteriolar spasm. He also found that the sensitivity to 
vasopressin could be increased ten times by cestrogenic 
hormones, and that, in unspayed rats, the sensitisation 
could equally well be brought about by gonadotrophic 
hormones. 

All the evidence therefore goes to show that sensitisa- 
tion of the vascular system, acquired from whatever cause 
in pregnancy, plays a part in the etiology of toxemia. 

I am aware that the adrenocorticosteroids are not 
mono-amines. They are all combinations of carbon, 
hydrogen, and oxygen, and I suggest that the normal 
placenta contains an oxygen-sensitive oxidase that can 
inactivate them. This is a matter for further investigation. 

What is the purpose of this elaborate mechanism that 
has been developed during the course of normal preg- 
nancy in the internal secretory organs, including the 
placenta? I suggest that it is ddf@gned to protect the 
foetus from the dangerous consequences of low blood- 
pressure that would otherwise” occur, and increase as 
pregnancy advances, through pooling of blood in the 
maternal placental blood lake combined with the erect 
posture (Theobald 1955). The result is that, in the great 
majority of cases, the blood-pressure is nicely adjusted 
to that end and kept at normal levels, neither hypotensive 
nor hypertensive, by the protective placenta. Through 
various causes this healthy adjustment sometimes fails, 
and pre-eclamptic toxemia and eclampsia are the con- 
sequences. There is no need to think of them as “ dis- 
eases of adaptation”, because the stimulus for the 
adrenal cortex is in the placenta. 


Summary 

Under the influence of corticotrophin produced by 
the placenta and the anterior lobe of the pituitary gland 
(the latter stimulated by cestrogens secreted by the 
placenta) the adrenal cortex in pregnancy produces 
excess of cortical metabolites, including glucocorticoids 
and mineralocorticoids. 

There are several resemblances between normal 
pregnancy and Cushing’s syndrome, which is usually 
due to hyperplasia of the adrenal cortex and is in 90% 
of cases accompanied by hypertension. In normal 
pregnancy there must therefore be a pressor substance 
produced in excess (compared with the non-pregnant 
individual) by the adrenal cortex. The blood in normal 


pregnancy contains 17-hydroxycorticosteroids equal in 
amount to or exceeding those in Cushing’s syndrome. 

Every pregnant woman would become hypertensive 
if it were not for the protective placenta which furnishes, 
it is suggested, an oxygen-sensitive oxidase that inacti- 
vates pressor hormones from the adrenal cortex. The 
presence of this enzyme would explain the fact that 
cortical hormones, which in the non-pregnant individual 
cause hypertension and cedema, are without effect in 
healthy pregnant women. If from any cause the placenta 
is made ischemic and its oxygen tension lowered, the 
protective enzyme is made ineffective, and hypertension 
results. 

The excess of chorionic gonadotrophin present in pre- 
eclamptic toxemia can be explained by its non-destruc- 
tion. There is evidence that it causes the hypersensitivity 
of the vascular system known to exist in pre-eclamptic 
toxzemia. 

In 25-30% of women who have been normotensive 
during pregnancy and labour the blood-pressure reaches 
hypertensive levels in the first three days after delivery. 
This can be correlated with Gemzell’s (1953) findings 
that the level of 17-hydroxycorticosteroids in the blood 
before labour is increased by nearly 100% immediately 
after the birth of the placenta. Dangerous eclampto- 
genic rises of blood-pressure often occur in toxamic 
patients after delivery. It is suggested.that the birth 
of the placenta and the loss of its inactivating effect on 
pressor hormones explain the onset of eclampsia in the 
first three days of the puerperium in women who have 
had pre-eclamptic toxemia before delivery. 
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CHLOROTHIAZIDE: AN ORAL DIURETIC 
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From the Departments of Medicine and Chemical Pathology, 
Westminster Hospital, London 


MERSALYL and other mercurial compounds given by 
injection usually produce a satisfactory diuresis in 
cedematous patients, and act by increasing the renal 
excretion of chloride, which is accompanied by increased 
urinary loss of sodium and water. But the search for an 
orally effective diuretic has continued because parenteral 
administration is unpleasant and even painful for the 
patient, and inconvenient for the doctor or the nurse. In 
recent years several such substances have been introduced, 
but unfortunately none has so far proved as potent as 
mersalyl. 

Mercurial compounds when given by mouth have less 
diuretic action, and if their dosage is increased they readily 
induce intestinal colic and diarrhcea. 

Acetazolamide (‘ Diamox ’), a carbonic anhydrase inhibitor, 
produces a diuresis by increasing the urinary loss of bicarbon- 
ate, which is accompanied by increased excretion of sodium, 
potassium, and water. After a few days’ continued administra- 
tion acetazolamide loses its efficacy, and its action is self- 
limiting because a metabolic acidosis develops and the amount 
of bicarbonate filtered by the glomeruli is reduced (Counihan 
et al. 1955). Thus Hanley and Platts (1956) found it less 
effective than mersalyl, and Relman et al. (1954) concluded 
that, in patients with severe congestive cardiac failure, it was 
of little or no clinical value. 

Aminometradine (‘ Mictine’), another non-mercurial diu- 
retic, may take several days to produce its maximum effect 
(Hanley 1956), and has to be discontinued in a third of patients 
because of anorexia, nausea, and vomiting (Wener and Knight 
1957). 

We relate here our initial experience with a new non- 
mercurial diuretic, chlorothiazide. This substance was 
first synthesised by Novello and Sprague (1957), and the 
free SO,NH, group in its molecule (fig. 1) suggested that 
it would be a carbonic anhydrase inhibitor. Although it 
has this effect in vitro (Beyer et al. 1957), its diuretic 
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action in man is largely due N 
to enhanced excretion of 

chloride ions with an almost cl CH 
equimolar loss of sodium, H2NO2S NH 
and, compared with acetazola- 





mide, increased excretion of S02 
bicarbonate is neither marked Fig. 1—Chlorothiazide (6- 
nor constant (Ford and Spurr chioro-7-sulphamyl-1,2,4, 
1957, Beyer 1958, Bayliss bensothiadiazine-t, 1-<i- 
et al. 1958). Thus by in- » 


creasing chloride excretion the action of chlorothiazide is 
similar to that of mercurial diuretics. 


Patients and Methods 
The response to chlorothiazide was studied in twenty- 
four patients, of whom seventeen had congestive cardiac 
failure and the remainder various other causes of oedema 


(table 1). 

All were inpatients, except three with premenstrual oedema 
and a cirrhotic patient with edematous legs following a porta- 
caval anastomosis. Thirteen had been treated in hospital for 
periods ranging from 6 to 180 days before chlorothiazide was 
given, and many of these were severely ill, having shown little 
or no improvement on standard methods of treatment, including 
injections of mersalyl. In others the period of observation 
before chlorothiazide therapy was brief because of the severity 
of their symptoms. 

As far as possible a steady state was obtained before chloro- 
thiazide therapy was started, and if other treatment was being 
given this was kept constant throughout. The daily intake of 
sodium was unrestricted in the patients with premenstrual 
cedema but limited to 22, 43, 87, or 218 mEq. in the others 
(table 1). The intake of fluid was unrestricted. The patients 
were weighed daily, and the urine of inpatients was collected 
in 24-hour periods. Serum-electrolytes were measured weekly. 

In eleven patients the daily urinary excretion of sodium, 
chloride, and potassium was determined, and in a few the 
extracellular fluid volume was measured before and after 
treatment. Hzmoglobir estimations, white-cell and platelet . 
counts and liver-function tests were done weekly in the first 
five patients treated. 

Sodium and potassf@m were measured by flame photo- 
metry; chloride by mercuric-nitrate titration (Schales and 


“Schales 1941); carbon dioxide by the method of Peters and 


Van Slyke (1932); and extracellular fluid with radiobromine 
(Nicholson and Zilva 1957). 

The usual dose of chlorothiazide, supplied in 500 mg. 
tablets, was 2 g. daily, 1 g. being given at 8.30 A.M. and 1 g. at 
4.30 P.M. 

Results 

The response to chlorothiazide, assessed according to 
the fall in bodyweight, the reduction in oedema, and the 
development of biochemical abnormalities, was defined 
as follows: 

Good, when the cedema disappeared and no biochemical 
abnormality developed. 

Fair, when the cedema (1) failed to clear completely, (2) dis- 
appeared initially but returned if the patient became more 
active or was given a diet containing more sodium chloride, or 
(3) disappeared only when mersalyl was given in addition to 
chlorothiazide; or when biochemical abnormalities developed. 

Poor, when there was no significant loss of weight or reduc- 
tion in cedema, or, as happened in one patient, chlorothiazide 
was discontinued because of malaise. 

Tables 1 and 11 summarise the results. In patients who 
responded, chlorothiazide caused an approximately equi- 
molar loss of chloride and sodium (as shown by the 
sodium and chloride excretion in fig. 2 from day 48 
onwards, and in fig. 3 from day 24 onwards). Usually the 
increase in water and sodium excretion was as great on 
the first day as on any subsequent day (fig. 2), but in two 
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TABLE I-—-PATIENTS TREATED WITH CHLOROTHIAZIDE 












































| | | 
| Days in | 
Cc | Age | , | Previous | hospital wae < of | Loss of weight on Manpenee 
no. | (yr.) | Diagn | P ore chlorothiazide chiorothis-| Remarks 
. : mersalyl chlorothiazide | (mEq. ea daily )| therapy (ib.) | : 
therapy | wide | 
1 | 72 | LHD. | Poor | 47 87s 15 | Good || Fig. 2 
2 52 LH.D. Not tested 4 218 8 | Good 
3 | 68 | LHD. | Not tested 1 87 1 Good | va 
4 78 LH.D. * | Not tested 1 87 14 Good . 
5 |55 | LHD. | Poor | 20 87 Fair | Increased activity required chlorothiazide 
} | and mersaly! for control. tom 
6 | 78 1.H.D. Poor 180 22 | 0 Poor | No + eee Died 
7 71 H.H.D. Poor 6 22 j 27 | Good | Fig. 3 
8 |61 | HHD. | Poor | 77 2. | 44 | Good 
9 |60 | HHD. | Poor | 21 7... | 10 | Good | 
10 | 59 | HL.HLD. | Not tested | 28 218 14 Good | Se 
11 | 64 | H.HLD. | Not tested | 3 87 | Good | 
12 | 57 | H.HLD. } Poor | 9 87 11 | Fair | Gdema on increased intake of salt; 
( | | complicated ay hypoproteinemia; hypo- 
13 | 67 | HED | Poor 10 | 43 6 | Pair | aati cy; blood-urea level rose 
} py 50 to rar) mg. per 100 ml. — 
14 | 72 | H.HD Not tested 5 87 Fair | ma returned on i 
15 | 83 | AL | Not tested 7 | 218 10 | Good | 
16 | 55 | AL. | Poor 54 22 15 | Fair 5 ib. loss on chlorothiazide therapy; further 
| | } 10 Ib. loss when mersalyl added 
17 | 21 A.L, M.S. & T.1. Poor } 38 | 22 0 Poor No | response; depletion of potas- 
sium. 
18 | 30 | Pre-menstrual Not tested oa N ft. Good Fig. 4 
9 7 Pre-menstrual N N Good 
21 46 | Cirrhosis Not tested 4 | 87 7 Poor Malaise and anorexia 
22 38 Nephrosis Not tested 33 218 26 Fair SS by hypoproteinemia. Hypo- 
23 | 64 ignant Poor Rig es tr ee | 13 | Good 2 
r1ve | | 
ois ; jot tes } * | Intermittent treatment. 
24 | 49 | Cirrhosi N ted | 87 5 Fair I i Hypokalemia 
Pportacaval } | | 
anastomosis | 
| | } 
aortic incompetence. I.H.D., ischemic heart-disease. M.S., mitral stenosis. T.L., tricuspid incompetence. 
ypertensive heart ‘ ; erior vena cava. +n unrestri lum intake. 
ni. D., by heart-disease LV.C., inf N, normal icted sodium intake 


patients the maximum response was not obtained until 
the 3rd or 4th day. As the edema subsided and the 
weight loss levelled off, the sodium and water diuresis 


































Congestive Cardiac Failure 
‘Ischemic heart-disease—Four of the six patients 
showed a good response. For example, patient no. 1, 


diminished. who had been in hospital for 47 days, was becoming 
Be increasingly oedematous despite bi- 

> SERUM POTASSIUM »— — {8 y2 weekly injections of mersalyl. On 
$ 100} " 453% — chlorothiazide he lost 15 Ib. in 11 
¢ - F URINARY POTASSIUM poy, q . sy days and became cedema-free (fig. 2). 
gS e i = Patient no. 5 lost only 3 lb. in 3 
= >200+ SERUM 4180 3 weeks when receiving mersalyl bi- 
sf ‘ SODIUM « Jiso 33. weekly, But the addition of chloro- 
150 URINARY OSs Sat : ; . 
100k, 8 SODIUM cy oping 4110 oS thiazide caused an immediate di- 
& sof ©& CHLORIDE 490% — uresis, the weight failing another 7 Ib. 

: ‘ ~ in the next 7 days. Although the 

Po iutake ourPuT “4 patient was cedema-free at this time, 
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Fig. 2—Patient no. 1, aged 72, with ischemic heart-disease. 

The dietary sodium intake (87 mEq. daily) is indicated by the arrow on the sodium and 
chloride scale. Note poor response to injections of mersalyl on days 38, 42, and 45 with 
progressive increase in weight, and satisfactory diuresis when 2 g. chlorothiazide 
daily is started on day 48. There is also some increase in urinary-potassium excretion 
and fall in the serum-potassium level. (On day 53 urinary collection was incomplete.) 





increased activity caused some re- 
accumulation of fluid, which required both 
chlorothiazide and mersalyl for its control; 
this response was therefore classified as 
fair. Patient no. 6, who had been in hospital 
for 6 months with irreversible congestive 
failure, did not respond to chlorothiazide or 
mersalyl, singly or in combination, and 
died. 

Hypertensive heart-disease.—Of the eight 
patients in this group, five showed a good 
response to chlorothiazide, and three of 
these (nos. 7-9) were refractory to mersalyl 
despite normal serum-electrolyte levels. 
One (no. 7) lost 27 Ib. in weight (fig. 3), 
and another (no. 8), who had been: in hos- 
pital 77 days and was mersalyl-resistant, 
lost 44 lb. when chlorothiazide was given. 

In three patients the response was only 
fair: 

A grossly obese hypertensive patient (no. 
12) with hypoproteinemia responded initially 
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TABLE II—SUMMARY OF RESULTS for 17 days produced no improvement, and he gained 3 Ib. 

= Chlorothiazide (2 g. daily for a week and then 3 g. daily for 

esas naa mene 10 days) caused only a 5 Ib. loss of weight. The addition of 

| Good | Fair | Poor  miersalyl induced a further diuresis, and the weight fell 

Congestive heart-Sailure: et Piet another 10 lb. This result, which can only in part be attributed 
Ischaemic heart-disease .. 4 de to chlorothiazide (although seemingly as a result of its use the 
a nae many : ; ’ patient became responsive to mersalyl), has been classified 
Hepatic cirrhosis 0 0 1 as fair. The third patient (no. 17) had been in failure for many 
|... daENEP EERE ly ee 4 months with mitral stenosis, aortic incompetence, tricuspid 
Miscellaneous . . Si wa 2S 0 incompetence, and cardiac cirrhosis. No significant improve- 
aoe aS ees a a ment followed treatment with chlorothiazide or mersalyl 
_ (with or without ammonium chloride) either singly or in 








*See text. 


with a weight loss of 15 lb. in 9 days. The serum-potas- 
sium level fell; and, when the sodium intake was increased 
from 87 to 218 mEq. per day, the cedema recurred with a 
weight gain of 4 Ib. 

Another hypertensive patient (no. 13), with renal insuffici- 
ency, lost 12 lb. spontaneously during the first 10 days in 
hospital. When he was almost cedema-free, chlorothiazide 
increased the natriuresis and induced a further loss of 6 Ib. in 
the next 10 days, but the blood-urea rose from 50 mg. per 
100 ml. on admission to 150 mg. No abnormality of the electro- 
lytes was found; and as there was no dehydration (judged by 
the extracellular-fluid volume, which had fallen from 23-0 
litres to a normal value of 15-4 litres), the azotemia was 
attributed to a further deterioration in renal function. 

The third patient (no. 14), who showed only a fair response, 
became cedema-free on chlorothiazide, but increased activity 
led to some reaccumulation of fluid. 

Valvular heart-disease.-—There were three patients in 
this group: 

One (no. 15) responded well, losing 10 lb. in weight and 
becoming cedema-free. 

A second (no. 16), who had been in chronic congestive 
failure for 3 years with frequent hospital admissions, was 
readmitted with gross cedema. Bi-weekly injections of mersalyl 


combination. 
Premenstrual edema 

All three patients responded well to: chlorothiazide 
given 7-10 days before the onset of their menses, when 
symptoms were liable to start. The result in 1 of these 
patients is shown in fig. 4. 
Cirrhosis 

One patient with alcoholic cirrhosis, ascites, and 
cedema of the legs lost 7 lb. in 8 days. Treatment was 
stopped because she felt increasingly anorexic and unwell; 
but as no electrolyte abnormality was found, her symp- 
toms were probaby more related to sudden withdrawal 
of alcohol than to chlorothiazide. 


Nephrosis 

This patient with chronic spinal tuberculosis had 
amyloid nephrosis, shown by finger-clubbing, hypo- 
albuminzemia, heavy proteinuria, and 75% retention of 
congo-red. 

Chlorothiazide induced a striking diuresis and weight loss 
of 26 Ib., the extracellular-fluid volume falling from 29-9 to 
18-5 litres. Despite continuing hypoproteinemia the patient 
was cedema-free, and the dose of chlorothiazide was reduced 
from 2 to 1 g. daily. Although he 
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Fig. 3—Patient no. 7, aged 71, with hypertensive heart-disease. 

The dietary sodium intake (22 mEq. daily) is shown by the arrow on the sodium and chloride 
scale. Note gradual increase in sodium and chloride excretion on days 6, 8, and. 10 when chloro- 
thiazide is given on alternate days. On day 12 the combination of mersalyl and chlorothiazide 
causes a further increase in the water and sodium diuresis. On day 22 there is a poor response to 
mersalyl alone and no weight loss. A good response follows 2 g. chlorothiazide daily started’on 


day 24. 













was on a high-protein diet contain- 
ing 218 mEq. of sodium, hypokal- 
zmia of 2°8 mEq. per litre devel- 
oped, and a potassium supplement 
of 80 mEq. daily was given to correct 
this. The edema returned and was 
not controlled until the dose of 
chlorothiazide was raised to 4 g. 
daily. Chlorothiazide did not in- 
crease the urinary concentration of 
protein, 40 g. daily being excreted 
during the diuretic phase. 
Miscellaneous 

One patient (no. 23) with 
cedema of the legs and abdominal 
wall due to malignant obstruction 
of the inferior vena cava showed 
a good response and lost 13 Ib. 
in 14 days. Another with cirrhosis 
(no. 24), who developed cedema 
after a portacaval anastomosis, 
was only fairly well controlled 
1 on chlorothiazide 1 g. given for 
4 days each week, and became 
hypokalzmic. 

Electrolyte Disturbances and 

Toxic Effects 

On the intake of sodium chlor- 

ide given to these patients no 


significant changes in serum 
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Fig. 4—Patient no. 18 with premenstrual edema. 


if the two agents are 
given together (Bay- 
liss et al. 1958). This 
enhanced response to 
combined treatment 
may be of clinical 
value in patients 
whose cedema fails to 
clear completely on 
chlorothiazide alone, 


‘and suggests that 


chlorothiazide and 
mersalyl may influ- 
ence two different 
mechanisms for the 
tubular reabsorption 
of chloride. 


Discussion 





Chlorothiazide given before the third and fourth menstrual periods largely controls the symptoms and weight 


gain, but should have been continued during the menstruation. 


sodium, chloride, or bicarbonate levels were observed, 
but the serum-potassium level tended to fall (as shown 
in fig. 2), and in all eleven patients whose urinary excretion 
of electrolytes was studied there was increased loss of 
potassium. In three patients the serum-potassium level 
dropped to below 3 mEq. per litre without symptoms 
of potassium depletion, and a fourth had such symptoms 
with a serum-potassium level of 3-1 mEq. Chloro- 
thiazide was given daily to three of these patients, and 
for 4 days each week to the fourth. In two the daily 
intake of sodium was 22 mEq., in one it was 87 mEq., 
and in the fourth, with nephrosis and heavy proteinuria, 
it was 218 mEq. 

No changes in liver-function tests, white-cell and 
platelet counts, or hemoglobin levels were seen. None 
of the patients developed gastro-intestinal or other symp- 
toms attributable to chlorothiazide, with the single pos- 
sible exception of the cirrhotic patient (no. 21), who 
became anorexic and felt unwell. 


Comparison with Mersalyl 

A detailed comparison of the potency of chlorothiazide 
and mersalyl will be reported elsewhere. It will be seen, 
however, from table 1 and from fig. 2 that patients who 
responded poorly or not at all to bi-weekly injections of 
mersalyl may have a satisfactory diuresis on chloro- 
thiazide. 

Refractoriness to mersalyl, despite persisting oedema, 
may be due to the severity of the patient’s condition, a 
low glomerular filtration-rate, or electrolyte imbalance 
(Stock et al. 1951). None of these eleven patients who 
responded poorly to mersalyl had hypochloremic alka- 
losis, hyponatremia, or hypokalemia; yet five of them 
gave a good and four a fair response to chlorothiazide. 
Fig. 3, for example, shows little fall in weight on days 20 
and 22, when mersalyl alone was given, but a good 
diuresis and weight loss when continuous chlorothiazide 
treatment was started on day 24. 

Chlorothiazide and mersalyl given together produce a 
greater diuresis than either given alone. For example, in 
fig. 3 electrolyte and water excretion was greater on day 
12, when the two agents were given together, than on 
days 6, 10, and 14, when chlorothiazide was given alone, 
or on days 16, 20, and 22, when mersalyl was given alone. 
Furthermore, chlorothiazide may increase the response to 
mersalyl in patients who have become mersalyl-resistant, 


The ideal diuretic 
should (a) be effec- 
tive by mouth, (6) be at least as potent as mersalyl, 
(c) cause a proportionate loss of sodium, chloride, and 
water, (d) not induce any electrolyte imbalance, (e) not lose 
its effectiveness (so that it can be given continuously if 
necessary and allow the seriously incapacitated patient to 
eat a diet containing a palatable amount of sodium chlor- 
ide), and (f) be devoid of toxic effects. Such a substance 
does not exist, but chlorothiazide meets many of these 
desiderata. It is effective by mouth, causes almost equi- 
molar loss of sodium and chloride, and in our experience 
has been outstandingly free from toxic effects. It may 
cause potassium depletion, and is not always therapeu- 
tically effective; but it would be difficult to imagine any. 
substance that would unfailingly induce a diuresis in severe 
congestive cardiac failure, particularly when the glomerular 
filtration-rate is much reduced. Many of the cardiac 
patients who showed a poor or fair response to chloro- 
thiazide were old, chronically ill, and resistant to other 
forms of treatment. Indeed it is more remarkable that 
several of this type (e.g., nos. 1,5, 7, 8, and 16) responded 
to chlorothiazide at all. 

Potassium depletion and hypokalemia may develop 
during treatment with any diuretic that increases the 
excretion of chloride or bicarbonate, and the more potent 
the diuretic the more likely is this to happen. Usually 
the increased amount of chloride excreted will be accom- 
panied by sodium; but, if the amount of available sodium 
is reduced—either because of rigid dietary restriction, 
or because of intense tubular reabsorption of sodium 
—potassium may be excreted instead. Our. experi- 
ence shows that continuous daily administration of 2 g. 
chlorothiazide may cause potassium depletion, and as 
daily treatment may be necessary for a long time in 
severely ill refractory patients, a careful watch should be 
kept on the serum-potassium level, and daily supplements 
of potassium chloride 2-6 g. in capsules should be given 
to prevent hypokalemia. In less severe cases which 
respond quickly, continuous administration of chloro- 
thiazide 2 g. daily is necessary for only a few days, and 
thereafter a smaller dose, 1:0-1-5 g. daily, can be used 
and maintenance therapy given intermittently on 3—4 days 
each week. 

Summary 


The value of chlorothiazide, a non-mercurial orally 
effective diuretic, has been assessed in 24 cedematous 
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patients, of whom 17 had congestive heart-failure and 
11 had responded poorly to mersalyl. 

A daily dose of 2 g. produced good results (with clearing 
of the ceedema) in 14 patients. In 7 the results were less 
satisfactory, and in 3 they were poor. 

Chlorothiazide may be effective in patients who do not 
respond to mersalyl, and it enhances the response to 
mersalyl even in patients who have become mersalyl- 
resistant. 

Except for 1 patient who developed malaise and 
anorexia, no toxic effects were observed. 

Chlorothiazide may cause potassium depletion, particu- 
larly if continuous treatment with 2 g. daily is given over 
a long period. In refractory cases this dosage may be 
required and should be supplemented with 2-6 g. 
potassium chloride (sufficient to maintain a normal 
serum-potassium level). In less severe cases which 
respond quickly a smaller dose of chlorothiazide (1-0—- 
1-5 g. daily) may suffice; and for maintenance therapy the 
drug may be given intermittently on three or four days 
each week. 

We are grateful to Drs. C. J. Gavey and F. Dudley Hart for allowing 
us to study patients under their care; to Miss Margaret Wood and 
Miss Jill Nuttall for technical assistance; and to Messrs. Merck 
Sharp & Dohme for generous supplies of chlorothiazide (‘ Saluric’). 
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CLINICAL EXPERIENCE WITH 
CHLOROTHIAZIDE 
J. D. H. SLATER 
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ASSISTANT PHYSICIAN 
THE MIDDLESEX HOSPITAL, LONDON, W.1 
From the Institute of Clinical Research of the Middlesex pumped 
Medical School 

CHLOROTHIAZIDE is a new oral non-mercurial diuretic. 
Chemically it is 6-chloro-7-sulphamyl-1,2,4-benzothia- 
diazine-1, 1-dioxide, a heterocyclic compeund containing 
a sulphonamido group. Preliminary studies by Ford et al. 
(1957) have shown that it is as effective as the mercurial 
diuretics. In vitro it inhibits carbonic anhydrase but in 
vivo it causes a considerable increase in the rate of 
excretion of chloride and sodium without producing 
metabolic acidosis. The effect on chloride output is 
unlike the action of carbonic anhydrase inhibitors (Hanley 
and Platts 1956) and resembles the action of organic 
mercurial compounds. 

We report here our initial clinical experience with 
chlorothiazide in three patients with the nephrotic 
syndrome, one patient with ascites due to portal hyper- 
tension, and one patient with congestive heart-failure. 


A short-term study designed to assess its effect on renal 
carbonic anhydrase is also described. 


Case-reports 

Case 1.—A woman, aged 38, developed the nephrotic 
syndrome in September, 1956. Her serum-albumin level was 
1:8 g. per 100 ml., urinary output of protein 25 g. daily, and 
serum-cholesterol level 1300 mg. per 100 ml. However, in 
addition, she had hypertension (B.P. 190/100 mm. Hg), 
granular casts, white and red blood-cells in her urine, and 
retention of urea (blood-urea level 34-62 mg. per 100 ml.). 
She has been maintained on a low-sodium diet (initially 44 mEq. 
and later 22 mEq. daily). Prolonged treatment with cation- 
exchange resins and later with prednisone did not produce any 
permanent improvement. 

Treatment with chlorothiazide 500 mg. six-hourly, started in 
May, 1957, caused a rapid well-marked diuresis with increased 
excretion of sodium and chloride. Her body-weight fell by 
3-9 kg. in six days. She then had a transient attack of abdominal 
pain, diarrhea, and vomiting. Chlorothiazide was withheld, and 
she lost 3-0 kg. Renewed administration of chlorothiazide 
(500 mg. twelve-hourly) ten days later did not cause gastro- 
intestinal symptoms, and she has now taken chlorothiazide 
intermittently—one week every alternate week—for six months 
without ill effect. Her weight has remained steady, and 
she feels well and is almost free from oedema. Persistent 
hypokalemia has developed and is only partially controlled by an 
extra 40-80 mEq. of potassium daily (potassium chloride 3-6 g.). 
Noclinical effects attributable to hypokalemia can be recognised, 

Case 2.—A woman, aged 49, developed the nephrotic 
syndrome in March, 1956. Her serum-albumin level was 
1-7 g. per 100 ml., urinary output of protein 22 g. daily, and 
serum-cholesterol level 780 mg. per 100 ml. Her blood- 
pressure was normal. Her urine contained white blood-cells 
and a few red blood-cells but no casts, and her blood-urea 
level was normal. The cedema persisted despite treatment with 
a low-sodium diet (30 mEq. daily), prednisone, and mersalyl 
injections. Treatment with cation-exchange resin, started in 
September, 1956, was poorly tolerated but controlled the 
cedema. Resins were stopped in May, 1957, and her weight 
increased by 2:3 kg. in two weeks on a diet containing 22 mEq. 
of sodium daily. 

Treatment with chlorothiazide 500 mg. six-hourly was begun 
in June, 1957. The patient lost 2-0 kg. in the next six days, 
with a prompt diuresis and increased excretion of sodium and 
chloride. Since then a:maintenancée dose of 500 mg. eight- 
hourly (given at first every alternate week and later for four 
days in each week) has controlled her ceedema and body-weight. 
There has been a tendency to hypokalemia, and despite an 
extra 55 mEq. of potassium daily the plasma-potassium level 
has on occasions fallen to 2-8 mEq. per litre. 

Case 3.—A man, aged 37, developed the nephrotic syn- 
drome in April, 1957. His urinary output of protein is 25 g. 
daily, serum-albumin level 1-2 g. per 100 ml., and serum- 
cholesterol level 890 mg. per 100 ml. He also has hypertension 
(B.P. 140/100 mm. Hg), retention of urea (blood-urea level 
103 mg. per 100 ml.), and numerous granular casts and white 
and red blood-cells in his urine. There had been little response 
to a low-salt diet and prednisone therapy. 

Treatment with chlorothiazide began after a control period 
on a low-sodium diet (22 mEq. daily). 500 mg. six-hourly, 
begun in October, 1957, caused a prompt diuresis, increased 
urinary excretion of sodium and chloride, and a weight loss 
of 4-6 kg. in eleven days. The intake of sodium was sub- 
sequently increased; but, when it exceeded 44 mEq. daily, 
cedema reappeared. 

Case 4.—A man, aged 69, developed ascites due to portal 
hypertension and diffuse hepatic fibrosis in August, 1955. The 
ascites was controlled successfully for the first sixteen months 
with a low-sodium diet (22 mEq. daily) and weekly mersalyl 
injections, but over the next five months more ascitic fluid 
developed despite twice-weekly mersalyl injections. 
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Treatment with chlorothiazide 500 mg. six-hourly was started 
in June, 1957. Initially this provoked a considerable diuresis 
with increased urinary excretion of sodium and chloride. 
Two months later chlorothiazide had become ineffective, and 
the patient was also found to be resistant to mersalyl injections. 
A combination of the two treatments produced a satisfactory 
diuresis, and for the past three months the ascites has been 
controlled by continuous. chlorothiazide therapy with twice- 
weekly injections of mersalyl 2 ml. The plasma-potassium 
level is 3-0-4-1 mEq. per litre despite 6 g. of potassium chloride 
(80 mEq. of potassium) daily. 

Case 5 was a man, aged 80 years, with congestive heart- 
failure. 

Methods 

The patients were studied in hospital initially, and 
cases 1, 2, and 4 were subsequently followed as out- 
patients. They were intelligent, cooperative people who 
could be relied on to keep to their diets and to collect their 
urine accurately. Before chlorothiazide was given, there 
was a control period of 4-8 days on a diet of fixed sodium 
and chloride content. Blood-pressure and body-weight 
were recorded daily. Twenty-four-hour collections of 
urine were made, and their accuracy checked by creatinine 
estimations. Electrolyte and protein levels in the plasma 
and in the urine were determined by standard laboratory 
methods, and urinary glucose by the glucose-oxidase 
technique of Froesch and Renold (1956). In the short- 
term study the urine was collected by catheter, and both 
urine and arterial blood were kept from contact with air. 
The pH was estimated within 10 minutes of collection 
at 37°C on the pH meter described by Wynn and 
Ludbrook (1957). A Stadie electrode system was used 
and standardised with fresh phthallate buffer at pH 4-025. 
Titratable acidity was estimated by titration with standard 
NaOH to pH 7-4. 

Results 
Short-term Study 

The patient selected for this had rheumatic heart- 

disease and benign essential hypertension. She had had 
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Fig. 1—Short-term study of effects of a single oral dose of chloro- 
thiazide 3 g. on pH of arterial blood and on volume and com- 
position of urine. 
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Fig. 2—Case 1 (nephrotic syndrome): effect of initial course of 
chlorothiazide on body-weight and urinary excretion of sodium 
and chloride. 


congestive heart-failure, but this had responded to rest in 
bed, a low-sodium diet, and digitalis. She was able to 
concentrate the urine to sp. gr. 1-027, and her blood-urea 
level was 30 mg. per 100 ml. Twelve hours after the last 
meal control samples of arterial blood and urine were 
obtained. Chlorothiazide 3 g. (53 mg. per kg. of body- 
weight) was then given by mouth, and changes in her 
blood and urine were followed for the next five hours. The 
patient remained fasting but was encouraged to drink tap- 
water. The results are shown in fig. 1. There was a slight 
but definite transient decrease in the pH of her arterial 
blood, an increase in the pH of her urine, and a sharp rise 
in the rate of excretion of bicarbonate. The rate of 
excretion of hydrogen-ion diminished (decrease ih titrat- 
able acid and disappearance of ammonia), and the rate of 
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Fig. 4—Case 1 (nephrotic syndrome): effect of prolonged inter- 
mittent chlorothiazide therapy on body-weight and plasma- 
potassium level. 


excretion of potassium increased about three-fold. These 
effects can reasonably be attributed to inhibition of renal 
carbonic anhydrase (Counihan et al. 1954). The consider- 
able increase in excretion of chloride is unlike the effects 
of carbonic anhydrase inhibitors and suggests that chloro- 
thiazide has a separate action similar to that of the organic 
mercurial diuretics. 

Nephrotic Syndrome (cases 1-3) 

Before receiving chlorothiazide all three patients were 
cedematous and retaining sodium despite a very low 
intake. When chlorothiazide was given, they had a prompt 
diuresis with loss of weight and reduction or disappear- 
ance of edema. There was a considerable increase in the 
urinary excretion of sodium and chloride, the average 
ratio of chloride to sodium in the first six days being 
1-18: 1-0 (fig. 2). In two of the patients this was accom- 
panied by 25-33%, increase in urinary output of potassium ; 
in the third patient the urinary excretion of potassium 


Fig. 6—Case 5 (congestive heart-failure): response of body-weight : 
to first course of chlorothiazide. 


decreased slightly during the first five days but increased 
later to an average of 27% above the control levels. 
Changes in plasma-electrolyte levels are shown in fig. 3. 

Cases 1 and 2 have now been on treatment with a low- 
sodium diet and intermittent chlorothiazide for five or six 
months. (£dema is controlled, and the patients feel well, 
but both have developed persistent hypokalemia despite 
oral potassium supplements of up to 80 mEq. daily as 
potassium chloride (fig. 4). Studies with an increased 
sodium diet were made on case 3 in hospital. When 
taking chlorothiazide he could be allowed 44 mEq. of 
sodium daily; but, if the intake was increased to 88 mEq. 
daily, cedema returned. It had been hoped that a diet 
with a higher sodium content would reduce the tendency 
to hypokalemia, but the lowest plasma-potassium level 
(3-1 mEq. per litre) occurred while he was having 88 mEq. 
of sodium (5-1 g. of NaCl) daily. 

During the period of observation the 24-hour urinary 
output of protein has remained unaltered. Cases 1 and 3 
had an excess of red blood-cells, white 
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Fig. 5—Case 4 (ascites due to portal hypertension): effect of chlorothiazide therapy 
on body-weight and urinary excretion of sodium. Initial response was satisfactory, 
but after seven weeks patient became resistant to chlorothiazide and mersalyl 
given separately, although he responded when they were given together. 


control period his urinary output of sodium 
was 1-2 mEq. daily; given chlorothiazide 
he had at first a prompt diuresis with a 
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considerably increased output of sodium and chloride. 
The average urinary chloride to sodium ratio over the 
first six days was 150: 1. During the initial eleven days of 
treatment losses of potassium exceeded the estimated 
intake by about 330 mEq., and at the end of this time 
the plasma-potassium level had fallen to 3-0 mEq. per 
litre. Subsequent details of this patient are shown in 
fig. 5. He has become refractory to the action of chloro- 
thiazide and to that of mersalyl although he still responds 
when both drugs are given together. Resistant hypo- 
kalemia has developed, but no symptoms can be 
attributed to it. 


Congestive Heart-failure 

Fig. 6 illustrates the dramatic response obtained with 
chlorothiazide in an old man with congestive heart- 
failure. Rest in bed, a low-sodium diet, and digitalis had 
not relieved his breathlessness and edema. When he was 
given chlorothiazide, his general condition and appetite 
improved; but it was impossible to keep him to a low- 
sodium diet. A steady state was finally achieved with 
a normal diet without added salt, chlorothiazide 2 g. daily, 
and injections of mersalyl 2 ml. twice a week. His plasma- 
potassium level fell to 3-4 mEq. per litre, artd in a second 
patient with heart-disease the plasma-potassium level fell 
to 3-0 mEq. per litre after 9 g. of chlorothiazide had been 
given for four days. 


Discussion 


The chief action of chlorothiazide appears to be to 
cause a rapid increase in the rate of excretion of chloride 
by the kidneys. In this it resembles closely the diuretic 
action of organic mercurial compounds (Pitts and 
Sartorius 1950). A different effect, attributable to the 
inhibition of carbonic anhydrase, can be demonstrated in 
short-term studies. This secondary action may explain 
why chlorothiazide produces considerable hypokalemia, 
although it is unusual for mercurial diuretics to do so. 

In practice chlorothiazide has proved to be a most 
effective diuretic agent. In two of our patients the diuretic 
action has continued for five or six months, although a 
third patient developed resistance in two months. Com- 
pared with injections of mercurial diuretics, chlorothiazide 
has the great advantage of being active when taken by 
mouth. We have no reason to believe that it will be 
effective given to patients completely resistant to the 
action of mercurial diuretics, but in this situation a com- 
bination of chlorothiazide and mersalyl injections may 
provoke a diuresis. 

Mercurial drugs sometimes damage the renal tubules 
(Preedy and Russell 1953) and are often avoided in 
patients with renal oedema. Chlorothiazide does not con- 
tain mercury and may be a safer diuretic agent in this type 
of case. It compares favourably with the other oral 
diuretic drugs available. It is more effective than 
acetazolamide (‘ Diamox’) and does not cause gastro- 
intestinal symptoms as does aminometradine (‘ Mictine ’). 

Although chlorothiazide is an effective diuretic, a 
restricted intake of salt will continue to be necessary in 
many cases. Most patients with oedema of renal origin, 
or with ascites from portal hypertension and liver 
damage, will continue to require very low sodium diets. 
The intake of salt permissible in patients with cardiac 
cedema will vary; some will be able to tolerate a diet with 
“no added salt’; others: will have to be restricted to a 
minimal intake of dietary salt despite the continuous use 
of chlorothiazide. 


Chlorothiazide seems to be remarkably well tolerated. 
Gastrointestinal disturbances are unusual; our first 
patient developed diarrhoea and vomiting when first given 
chlorothiazide but she had had similar episodes in the 
past when losing cedema fluid rapidly. No changes of the 
white blood-cells and no sensitivity reactions have been 
observed. 

The development of hypokalemia appears to be by far 
the most important side-effect of chlorothiazide. It is 
most likely in patients with resistant cedema on a low- 
salt intake; and, in such cases, even large supplements of 
potassium chloride may fail to keep the plasma-potassium 
level normal. The dangers of hypokalemia are difficult to 
assess. We have not met with any clinical features that can 
be attributed to it. Hypokalamia may potentiate the toxic 
effects of digitalis on the heart (Lown et al. 1951), and this 
may well prove to be the most serious danger of chloro- 
thiazide therapy. The possibility of renal damage due to 
prolonged depletion of potassium should also be con- 
sidered (Relman and Schwartz 1956). If a patient has 
cedema that is persistent enough to need both severe 
restriction of sodium (44 mEq. or less daily) and chloro- 
thiazide therapy (either continuous or intermittent), we 
would regard it as essential to have regular estimations 
of plasma-potassium concentrations. Initially these 
should be made at weekly intervals, and suitable sup- 
plements of potassium chloride should be given. 


. Summary 

A new oral non-mercurial diuretic, chlorothiazide, has 
been used successfully in patients with the nephrotic 
syndrome, ascites due to portal hypertension, and con- 
gestive heart-failure. Two patients with the nephrotic 
syndrome have now been controlled satisfactorily for five 
or six months. 

Chlorothiazide therapy was followed by a considerable 
and prompt diuresis, with increased excretion of sodium 
and chloride. The mode of action and the therapeutic 
response resemble those of the mercurial diuretics. 
A subsidiary effect suggesting inhibition of carbonic 
anhydrase was observed in a short-term study. 

Chlorothiazide caused hypokalamia which was difficult 
to control with oral potassium supplements. No other 
side-effects have so far been observed. 


We wish to thank Messrs. Merck, Sharp & Dohme, Ltd., 
Hoddesdon, Herts, for supplies of chlorothiazide (* Saluric”); the 
staff of the routine laboratories of the Courtauld Institute of Bio- 
chemistry of the Middlesex Hospital for the plasma-electrolyte 
estimations; Dr. E. K. Westlake for help with the pH determinations ; 
Mr. V. K. Asta for preparing the figures; and the Clinical Research 
Committee of the Middlesex Hospital for the provision of laboratory 
facilities and a personal research grant to J. D. N. N. 
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“ Time was when the clinician could encompass anatomy, 
physiology and experimental medicine. These days haye gone. 
Anatomy and physiology, as separate disciplines, have made 
fantastic progress and, in doing so, have been forced to sub- 
divide into other disciplines. Might not the time be opportune 
for experimental surgery also to prepare itself for the next step 
in its evolution as a medical science? ”—W. J. DEMPSTER, 
F.R.C.S., An Introduction to Experimental Surgical Studies, 
p. 14. Oxford, 1957. 
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CONTROL OF TREATMENT IN MYX@DEMA 
BY ELECTROCARDIOGRAPHY 


PauL C. GIBSON 
M.D., B.Sc. Lond., M.R.C.P. 
LATELY PHYSICIAN TO TORBAY HOSPITAL, DEVON 
The recognition of cardiac symptoms in cases of myxcedema 
that have gone for long periods without treatment is of great 
practical importance, for when heart disease is present treatment 
with thyroid extract must be carried out with great care.— 

G. R. Murray, 1897. 

THIs warning, issued at the outset of thyroid treatment 
for myxcedema, has been fully justified in the experience 
of the past sixty years but is still largely ignored. It is 
the purpose of this paper to define the danger of indis- 
criminate dosage and to show the value of electrocardio- 
graphy in controlling treatment. 


It must be assumed that every patient with obvious myx- 
cedema has heart-disease, either from atheroma or from the 
involvement of the myocardium in the disease itself; hence 
every patient is in danger from careless treatment. Brewer 
(1951) notes the extreme scarcity of necropsy reports on 
untreated cases of myxcedema and thinks this is due to the 
introduction of thyroid treatment in 1891. I doubt if this 
really explains it, for I am convinced that untreated myxeedema 
still abounds. The twelve cases I am recording represent less 
than half of the patients I have treated during the past ten 
years. These twelve were typical and recognisable at sight, yet 
only three had had any previous treatment. One of them was 
interesting in this respect because, although the clinical picture 
was typical and recognisable, it was not recognised, even in 
hospital, until the electrocardiogram pointed the way. It 
showed how easily even a typical case may escape re ition 
unless this possibility is constantly borne in mind. 

Necropsy records of treated cases, though not plentiful, are 
readily found. Brewer (1951) recorded one, and Smyth (1938) 
collected five from American literature and records one of his 
own. In every case death was due to acute coronary insufficiency 
attributed to treatment with thyroid. If untreated myxeedema 
is as prevalent as it seems to be and necropsy records are only 
to be found in treated cases, it suggests that treatment can be 
more deadly than the disease. 


A great difficulty in selecting safe and adequate dosage 
has been the lack of a reliable means of assessing adequacy. 
Zondek (1918) recorded the typical electrocardiographic 
changes in myxedema; but, I believe, this observation 
has not come into regular use for controlling treatment. 
This method of control was used in all my cases. 

The twelve patients in this series all attended my clinic 
at Torbay Hospital in 1945-57. Only those with a signifi- 
cantly lowered basal metabolic rate (B.M.R.) are included. 
The year of their first visit is noted with their ages in 




















table 1. Every patient was seen for final assessment in 
1957. 
TABLE I—DOSAGE OF THYROID (GRAINS) 
PU Re ee Dail 
| Previ mee Final 
| revious dose 
Case! Sex | Date | 6s Po"; | thyroid | (grains) assessment 
- | 54 Os treatment 
ty A |B | Health | Dose 
1 | M |1947| 43 | -—30 | None | 11/2 | 2 | Good 2 
2| F | 1954/ 70 —31 | None /1!/76| 1 | Hypo- 1 
| | | thyroid 
3 | M /}1952!| 48 —6 None 1/4 W/o) Vi good; 1/2 
4| M/|1950| 55 | —37 | None | 2-1/2 /11/ air i 
5 | M|1945| 56 | —25 | Nonefor| 1/2 | 1 Fair 1 
| 6 weeks : 
6 | F |1955| 54 | —3 None 1, |1%/2| Fair 1 
7| F |1948| 51 | —11 | None Wp | 2 11/3 
8 | F |1937| 31 | —15 | Nomefor| 2 |11/2| Fair 2 
| 10 years 
9 | F |1950| 38 | —28 | Nonefor | 1/2 |1!/2} Fair 11/3 
| | 3 months } 
10 | F | 1954) 50 | —44 | None l¢ | 1/2] Very good | 11/2 
ll F |1951| 36 —30 None N/a 1 | Very good 1 
12 | F /1951) 38 | -18 | None | 4/4 | 1 | "Good | 14/2 

















* Before treatment. A, Inital. B, Maintenance. 

Electrocardiograms.—To simplify the evidence only the 
standard limb leads are recorded. The characteristic feature in 
myxcedema is flattening or inversion of the T waves in all leads 
and their rise in response to treatment with thyroid. The 
T-voltage changes are recorded in table 11. 

Dosage.—Throughout this paper only the daily total of 
thyroid extract in grains is noted. The initial and maintenance 
doses in each case are recorded in table I. 

Case-reports 

Case 1.—A man, aged 43, was admitted to hospital on Nov. 15, 

1947, with painful swellings of his arms, thought to be cellulitis. 


TABLE II—ANALYSIS OF T-WAVE VOLTAGE IN (MILLIMETRES) 
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A, before treatment, except in case 3. B, first significant voltage change. C, final state. 3 less than 1 mm. 0, isoelectric. 
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a 6 c d 


Fig. 1—Serial electrocardiograms of case 1: a, Nov. 17, 1947: 
6, March 3, 1948: c, Jan. 25, 1957: d, April 11, 1957. 


He had had some chest pain on exertion; so an electrocardio- 
gram was taken (fig. 1a). It suggested myxcedema, and in the 
light of this the clinical picture was seen to be typical. The 
patient was started at once on thyroid gr. 1, gradually increased 
to gr. 2 by Jan. 7, 1948. The swellings quickly subsided, and 
by March 3, 1948, the T voltage was fully restored (fig. 10). 
The patient was not seen again for 10 years, when he was sent 
for on Jan. 25, 1957. The painful swellings of his arms had 
returned, he complained of feeling cold and breathless, and 
T voltage was reduced (fig. 1c). He said that 5 years previously 
the dosage of thyroid was reduced to gr. 1 daily because of 
palpitation. He had taken this dose since. It was now increased 
to gr. 1'/,, and by April 11, 1957, his arms were normal and 
T voltage increased (fig. 1d). He still felt cold and breathless; 
so the original maintenance dosage of gr. 2 daily was restored. 
He has kept well on this since. It was remarkable how closely 
the rise and fall of the T waves corresponded to the disappear- 
ance and reappearance of localised patches of myxcedema. 


Case 2.—A woman, aged 70, was admitted to hospital on 
Aug. 30, 1954, during my absence, with advanced myxcedema. 
She was at once given thyroid gr. 1'/, daily. After 10 days this 
dosage was in- 
reer to gr. 

4'/,, though she 
had already be- 
gun to complain 
of anginal pain, 
which she had 
never had before. 
On Sept. 22, 
1954, the dosage 
was increased to 
gr. 6 daily. Next 
day the patient 
had an attack 
clinically resem- 





















































a b c bling ‘ coronary 
Fig. 2—Serial electrocardiograms of case 2: thrombosis. The 
a, Oct. 4, 1954: 6, Oct. 29, 1954: c, March dosage was re- 


4, 1957. 

duced to gr. 3 
daily, and on Sept. 28, 1954, treatment with thyroid was stopped. 
On Oct. 4, 1954, the patient was still having angina at rest, 
but there were no signs of heart-failure. The electrocardiogram 
(fig. 2a) showed T inversion in all leads superimposed on the 
changes of myocardial ischemia. Treatment with thyroid gr. '/, 
daily was started, and increased to gr. '/, on Oct. 11, 1954. She 
tolerated this, but an electrocardiogram taken 3 weeks later 
(fig. 2b) showed that it was inadequate. She kept on this dose 
for about a year, and it was then increased to gr. 1 daily. She 
was comfortable with this dose but could not tolerate gr. 1'/, 
daily; so gr. 1 daily was accepted as her maintenance dosage 
as an inevitable compromise. With this she kept reasonably 
well and could do all that she wanted to. When seen again on 
March 4, 1957, she was obviously hypothyroid, and electro- 
cardiography still showed the typical T inversion (fig. 2c); but, 





when the dosage was increased to gr. 11/, daily, she got more 
pain. She is still taking gr. 1 daily. 

Case 3.—A man, aged 43, underwent in 1947 partial thyroid- 
ectomy for thyrotoxicosis with auricular fibrillation. After 
operation normal rhythm was restored, and he was soon leading 
a very active life as a fruit farmer. At the age-of 48 he came to 
see me on Aug. 28, 1952, because for the past 2 years he had 
become increasingly tired and had had three prolonged attacks 
of tachycardia with general trembling and lately he had been 
having chest pain on exertion. He said that during the past six 
months he had lost a stone in weight. Clinical examination 
revealed 
of interest, and 
his electrocardio- 
gram (fig. 3a) was 
passably normal. [—/—7} 
Further investiga- 
tion revealed that 
his B.M.R. was 
—6%; basal pulse- 
rate 56, basal 
blood-pressure 
112/88 mm. Hg, 
and blood-choles- h 
terol level 235 mg. 
per 100 ml. On 
Sept. 14, 1952, he a b c 
was started on thy- ‘Fig. 3—Serial electrocardiograms of case 
roid gr. '/, daily, 3: a, Aug. 29, 1952: on Nov. 7, 1952: 
and by Nov. 7, c, Feb. 1, 1957. 

1952, his electro- 

cardiogram (fig. 36) showeda striking rise Kondo: The same 
dosage was continued, but 2 months later he began to feel tired 
again, and so it was increased to gr. '/, daily. He has kept quite 
well on this dosage, doing exceptionally heavy work at times. 
This case shows that a single electrocardiogram may be mis- 
leading. It was the response of the T waves to thyroid that was 
pathognomonic. 

Case 4.—A man, aged 55, was.admitted to hospital on 
March 27, 1950, with advanced myxcedema and a grossly 
enlarged heart T.T.D. 17-5 cm. He was started at once on 
thyroid extract gr. 2 daily. 8 days later he had an alarming 
attack of acute pulmonary cedema. The dosage of thyroid 
was reduced to gr. /, daily, and.he promptly recovered. On 
May 26, 1950, he was much better, and the size of his heart 
was normal (total transverse diameter 12-5 cm.). The dosage 
of thyroid was increased to gr. 1 daily and 4 months later to 
gr. 1"/, daily. He kept on this dcsage for 6 years. During this 
period he had a series of “‘ thrombotic ” events, left quadrantic 
blindness (April 27, 1950), right hemiplegia with aphasia 
(July 12, 1953), and acute coronary insufficiency (Dec. 25, 
1956). The coronary attack was short and sharp, with complete 
recovery after 24 hours. The patient was kept in bed for 
2 weeks but was afebrile and symptomless. The electrocardio- 
grams were obscured by extreme left axis-deviation which 
persisted after the heart size was restored to normal. The day 
after the coronary attack there was slight R-T deviation in 
lead 4.. The patient has had no anginal pain since and no 
residual heart weakness. After the coronary attack the dosage 
of thyroid was ‘reduced to gr. 1 daily. The patient has kept 
well on this since. , 

Case 5.—A man, aged 56, who had been under treatment for 
progressive osteo-arthritis since 1933, begin to have angina of 
effort in February, 1945, In the following September myx- 
cedema was discovered, and he was given thyroid gr. 3 daily. 
His anginal pain became worse and now came on at rest ; 
sometimes he had three or four attacks a day. About a month 
after starting treatment with thyroid he had an attack con- 
sidered to be coronary thrombosis, but no electrocardiogram 
was taken. Thyroid was stopped, and the pain then lessened, 
but during the next 6 weeks the patient became progressively 
more myxcedematous. On Nov. 24, 1945, he was admitted to 
Torbay Hospital, obviously myxcedematous. His B.M.R. was 
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—25%, and his electrocardiogram showed left axis-deviation 
with flattening of T, and inversion of T,. He was still having 
angina of effort. On Dec. 20, 1945, treatment with thyroid 
gr. */, was started. He improved steadily and on Feb. 22, 1946, 
was having no serious pain, but his electrocardiogram 2. weeks 
later showed little change. The dosage of thyroid was increased 
to gr. 1 daily, which he tolerated quite well. Because of 
distortion by left axis-deviation the elegtrocardiogram was 
difficult to interpret; so on April 22, 1946, his B.M.R. was 
estimated again, and found to be —16%. The dosage of 
thyroid was gradually increased to gr. 2 by Jan. 4, 1947. On 
April 19, 1947, the B.M.R. was +-7%, but he was having a lot 
of anginal pain; so the dosage was reduced to gr. 1'/, daily. 
At his last visit, on Aug. 2, 1947, he was still complaining of 
pain, though the T voltage was much improved (table 1). He 
was advised to revert to thyroid gr. 1 daily. He then left the 
district. On Jan. 21, 1957, his doctor reported that he was 
still on the same dosage of thyroid, and was getting some effort 
pain, but his chief trouble was the arthritis, 

Case 6—This case illustrates a special risk from overdosage 
with thyroid in myxcedema secondary to thyroidectomy. A 
woman, aged 54, was admitted to hospital on Jan. 9, 1956, 
with a large toxic goitre. She had been fibrillating for about 
a year but had no obvious signs of heart-failure. Her B.M.R. 
was +43%. She underwent complete thyroidectomy on 
Jan. 17, 1956, followed by a full course of radiotherapy because 
the goitre was malignant. On March 28, 1956, her appearance 
and behaviour suggested myxcedema; her B.M.R. was —3%, 
and her electrocardiogram showed inversion of Tf in all leads. 
Treatment with thyroid gr. '/, daily was started on April 2, 
1956, and increased to gr. 1/, daily on Aug. 29, 1956. Her 
principal symptom was depression, which was improving 
slowly but steadily. On Oct. 31, 1956, the dosage of thyroid 
was increased to gr. 1 daily. 3 months later the depression 
had passed and the electrocardiogram showed considerable 
improvement in T voltage, but the P—R conduction time was 
0-24 sec., and the patient felt cold and was breathless on hills. 
The dosage of thyroid was increased to gr. 1'/, daily and a 
month later to gr. 2 daily. 2 months later she felt well but 
was fibrillating. Treatment with thyroid was stopped, and 
quinidine was given, which converted the fibrillation to flutter. 
In spite of full digitalisation, which induced nausea and 
vomiting, the flutter persisted, though at a slower ventricular 
rate. It seemed likely that the myocardium was damaged; 
so it was decided to let the flutter be and to.control the ven- 
tricular rate with minimal doses of digitalis. In retrospect one 
can see that it would have been wiser to keep the thyroid 
dosage at gr. 1 daily, but at the time I thought her thyroid had 
been so thoroughly destroyed that she might need a larger dose 
than usual. 

Discussion 
Sensitivity to Thyroid 

It is known that patients with myxcedema are apt to be 
hypersensitive to thyroid extract; the more advanced the 
disease the greater is this tendency. This sensitivity is 
expressed as anginal pain. In the angina of myxcedema 
the pattern of pain may be confused by treatment. Before 
treatment it usually appears as an effort pain, which 
subsides as treatment becomes effective. After treatment 
there may be added a pain with distinctive qualities which 
is aggravated by treatment. Seven of my patients had 
angina of effort relieved by treatment. Two of them 
(cases 2 and 5), after treatment had started, had spasms 
of pain at rest, sometimes three or four attacks a day, 
usually of short duration but sometimes lasting several 
hours. This pain was not relieved by trinitrin and was 
aggravated by thyroid. Both of these patients had started 
with grossly excessive dosage, and both of them had 
attacks indistinguishable clinically from coronary throm- 
bosis. But in these attacks, though the pain was severe, 
collapse was minimal, and the attacks subsided quickly 


when treatment with thyroid was stopped, leaving little 
evidence of persistent myocardial damage. 

The most favoured explanation of these coronary 
attacks following treatment is that they are due to a 
relative vascular insufficiency induced by a rise in the 
metabolic rate. It is difficult to reconcile this theory with 
the typical lability of the attacks, which may come and go 
several times in a day; moreover it is inconsistent with an 
experience recorded by Oliver and Boyd (1957), who used 
the acetyl analogue of triiodothyronine to reduce choles- 
terinemia in a group of twelve men with known coronary 
disease. Two of them had severe angina of effort during 
this treatment, although the B.M.R. was not raised. 

A notable feature in the necropsies referred to above 
was myocardial infarction without thrombosis. Brewer’s 
(1951) patient died suddenly in a manner suggesting 
coronary thrombosis, but no thrombus was found. Smyth 
(1938) records a case in which a large area of necrosis was 
found in the myocardium without any evidence of 
thrombosis. He also says that, in three of the five other 
necropsies reviewed by him, on patients who had met a 
coronary death while under treatment, no thrombus was 
found. Wood (1956) refers to myocardial infarction 
without thrombosis as occurring in myxcedema when 
treated too vigorously with thyroxine. If these anginal 
crises and sudden deaths under treatment are sensitivity 
reactions, this could explain the capricious nature of the 
angina and infarction without thrombosis, because one can 
readily associate such coronary sensitivity with reversible 
occlusion in terms of intimal swelling and vasospasm. 
The Electrocardiograms 

On the whole the behaviour of the T wave fulfilled expecta- 
tion. When the electrocardiogram is distorted by coronary 
disease, as in case 2, or by extreme axis-deviation, as in cases 4 
and 5, it is not easy at first to recognise the T-wave changes of 
myxcedema, but in serial electrocardiograms these were recog- 
nisable in all cases. When the electrocardiogram is not dis- 
torted, the changes induced by myxceedema may be patho- 
gnomonic, but what clinches the diagnosis is the response of 
the T-waves to thyroid. The chief value of the electrocardio- 
gram is in the control of treatment, because by its use one can 
judge the adequacy of dosage. 

Dosage of Thyroid 

Initial dosage.—After my experience in case 4, when gr. 2 
induced acute ventricular failure, I decided to use gr. 1/, as a 
standard initial dose. This later proved to be adequate, even 
in case 10, whose B.M.R. was the lowest of the series. When 
the change in T voltage (table 11) was effected, she was still on 
gr. '/, daily. In Brewer’s (1951) case sudden death followed an 
initial dose of gr. */,. If gr. 1/, is adequate, there is no reason 
for starting with more. 

Maintenance dosage.—This was the dosage reached when 
symptoms had cleared and T voltage was fully restored. From 
these results it seems to be rarely necessary to give more than 
gr. 2 daily for maintenance. In this series the thyroid needs 
bore no relation to the B.M.R. In case 10, with the lowest 
B.M.R., the maintenance dosage was only gr. */, whereas in 
case 8, in which the B.M.R. was only —15%, gr. 2 daily was 
needed to keep her free from symptoms. 

Final Assessment 

Every patient was re-examined in 1957. Three of them were 
hypothyroid. In two of these (cases 1 and 9) the maintenance 
dosage had been reduced; both of them improved promptly 
when the original maintenance dosage was restored. The other 
patient (case 2) cannot tolerate an adequate dosage and is still 
hypothyroid. The prominent symptoms in these hypothyroid 
cases was feeling cold and breathlessness. This cold feeling 
was a well-defined symptom; the patients never felt warm, 
even in bed: it is usually an early symptom and is the last to go. 
Breathlessness was prominent in most of the patients before 
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treatment; in four of these anemia was a contributory cause, 

one of them (case 9) had heart-block. Breathlessness cleared 

up completely in all but three (cases 2, 6, and 9), all of whom 

had persistent heart damage. Anginal pain occurred in seven 

patients before treatment; it persisted in two (cases 2 and 5), 

both of whom had had excessive dosage to start with. 
Summary 

The reality of the danger of overdosage with thyroid 
in the treatment of myxcedema is amply confirmed. 

Three of twelve patients had alarming heart-attacks 
attributable to treatment, and two of these remained 
intolerant to thyroid. 

Some evidence suggests that these reactions may be 
true sensitisation reactions, which could be avoided by 
careful control of treatment—the electrocardiogram is a 
valuable help in this. 

In myxcedema the initial dosage of thyroid should never 
exceed gr. '/, daily, and thereafter the gradient of dosage 
should be controlled by serial electrocardiography. 

The maintenance dosage must be assessed individually. 
None of my patients required more than gr. 2 daily, and 
most of them did well on less. 

I have much pleasure in acknowledging my indebtedness to Dr. 
Cameron Davidson, who did all the B.M.R. work. 
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THE FALLACY OF THE FRACTURED 
CLAVICLE 
J. H.. Hicks 


M.Ch. Orth. Lpool, F.R.C.S. 
SURGEON, THE ACCIDENT HOSPITAL, BIRMINGHAM 

SOME surgeons believe that a little movement at a 
fracture site promotes union, and in support they point 
to the behaviour of the fractured clavicle. The usual 
argument is that orthodox treatment certainly does not 
produce fixation, yet union is known to proceed quickly 
—the suggestion being that the quick union is due to 
the movement. There are reasons to believe, however, 
that this is precisely the opposite of the truth, and it 
seemed desirable to scrutinise the validity of the clavicle 
argument very carefully. 


PROGRESS OF FRACTURED CLAVICLES 


| Time of | 


| | 








’ | Time to radio- | secure 
Case | Occupation | logical union | en ernek | Symptoms 
Bh | (weeks) (weeks) 
1 | Messenger | Over 5; less 6 | Minor symptoms until 


than 9 








3rd wee 
2 | Grinder | Over 14; less 4 Discomfort when lyi 
| than 48 on shoulder until 
| | w 
3 | Engineer Over 16; con- | ? Occasional slight pain 
siderably less | | until after 16th week 
than 48 | } 
4 | Butcher Over 20 3 | No symptoms 
5 | Fitter’s Over 13; less | 3 (light | Slight pain on full move- 
} mate work) | ment until 7th week 
6 Labourer Not much less 2 | Some tenderness until 
| (painter) than 26 4th week 
7 | Student A little less than — | Difficulty with throwing 
11 | until after 7th week 
8 | Jeweller Over 10; less 12 Refracture from minor 
| than 13 | trauma at 8th week. 
| | Symptoms until 11th 
| week. 2nd refracture at 
} | 9 months 
9 | Chef | Over 8; not con- 5 | Painful to lie on until 
| solidated at 26 8th week and on heavy 
; | lifting until 14th week 
10 | Supervisor | About 10 ? | Minor symptoms until 
| | w 
11 | Professional | Not united at 18 9 Painful to lie on until 
footballer | 25th week 





(a) 


(6) 





Fig. 1—The possibility of misleading information from a single 
X-ray view (case 2, fourteen weeks). (a) an inferoposterior-supero- 
anterior view in which it is impossible to see whether or not the 
bone is united; (6) a superoposterior-inferoanterior view in which 
the incomplete union is obvious. 


A weakness lies in the fact that no-one seems to have investi- 
gated the correctness of either premise—i.e., whether or not 
the fracture moves during treatment, and whether or not it 
really does unite quickly. Bohler (1935) is not explicit about 
speed of union, but is content to remove splintage at three to 
five weeks. Watson-Jones (1955) says that “... the fracture 
almost invariably unites in about three weeks ” but offers no 
evidence for this statement. 

Accordingly the time-to-union in a series of fractured 
clavicles was assessed radiologically. This series consisted of 
consecutive cases in adylts, and was unselected except for the 
exclusion of 4 patients who received unorthodox treatment— 
usually because of some concomitant injury—and of 2 not 
fully followed-up. Treatment was by the standard figure-of- 
eight bandage for three or four weeks. 

A technique had first to be devised for obtaining two X-ray 
views, because the conventional single view is liable to give 
incomplete information (fig. 1). The patient stood obliquely 
facing a vertical cassette; one view was taken obliquely down- 
wards and one obliquely upwards. A similar technique was 
described by Quesada in 1926. 


Results 

The table shows that times-to-union considerably 
exceed those usually accepted, and that in fact the clavicle 
as ordinarily treated does not unite quickly. 

The average was certainly over thirteen weeks. (This figure 
is an underestimate, since it was obtained by averaging the 
latest times when the bone was known to be not united.) 
Examples of the true behaviour of this fracture are shown in 
figs. 1 and 2. Quick union is not completely unknown, but 
examples are uncommon enough to have escaped this short 
series. The general conclusion is that quick union is the 
exception rather than the rule and that the clavicle, therefore, 
does not behave differently from other bones. 


Discussion 
The origin of the mistaken impression that union is 
quick becomes evident when other aspects of the case- 
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Fig. 2—Absence of union in a fractured clavicle at twenty weeks 
(case 4). Sub hanges leave no doubt that this rather 


poor radiograph really does represent only an early stage in union. 





histories are considered (see table). The ununited clavicle 
seems almost symptom-free. Ordinary activities are 
resumed well before the bone is united; and in this it 
resembles the middle metatarsals. Most of the patients 
in this series had been able to do their jobs for many 
weeks before the fractures finally united. Case 4, a 
butcher, whose radiograph is shown in fig. 2, was using 
a cleaver at five weeks and was bowling at cricket at 
seven weeks. Thus, anyone judging from the clinical 
signs and not making use of radiography to check his 
conclusions would form the opinion that the fractures 
united early. Most patients did experience minor symp- 
toms for many weeks, the commonest being discomfort 
or pain when lying on the affected side. Their dis- 
appearance coincided with consolidation as seen by X-ray 
examinations. Thus the delay in union could often be 
assessed with some certainty. 

It is not my intention to suggest that any revision of 
present treatment is necessary. From the patient’s point 
of view these methods are satisfactory in that he comes 
to the surgeon with symptoms and goes away without 
them—or at least well on the way to losing them. Present 
treatment, even if ineffective, is at least harmless. Thus 
there is no practical lesson to learn except, perhaps, not 
to advise the patient too early a return to vigorous 
activities (see the unfortunate history of case 8). It would 
be positively harmful if an enthusiasm for follow-up 
X-rays led to a spate of bone-graftings. 

What is harmful at present is the fact that an inaccurate 
observation has been made to serve as one of the premises 
in a fundamental argument about non-union. Movement 
at a fracture site certainly tends to increase the quantity 
of callus—and in some of the patients in this series there 
was much callus—but, as will be shown on. another 
occasion, it is a mistake to assume that much callus is 
synonymous with good union. The behaviour of the 
clavicle is now found not to support the old hypothesis 
that a little movement favours union, and may be evidence 
against it. 

Summary 

Fractures of the clavicle do not unite any more quickly 
than fractures of other bones. 

The hypothesis that a little movement favours union 
therefore loses an important part of its supporting evidence. 
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LABORATORY DIFFERENTIATION OF 
CHRONIC BRONCHIAL DISEASE 
AN INVESTIGATION OF 117 CASES 
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M. L. N. WILLouGHBY 
B.A. Cantab., M.B. Lond. 
TEMPORARY LECTURER 
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It has previously been shown that, in studying the 
bronchial flora, the results of sputum culture can be inter- 
preted more accurately if attention is paid at the same time 
to the bacteria in the throat (Brumfitt, Willoughby, and 
Bromley 1957). Direct bronchial swabbing demonstrated 
that when bronchial pathogens were present in the sputum 
but absent from the throat they were almost always 
present in the bronchi. This finding has now been utilised 
for a comparison of the bronchial flora in chronic 
bronchitis, bronchial asthma, and obstructive lesions of 
the bronchi. 

The additional help that may be obtained from the appear- 
ance of the specimen (macroscopic or microscopic) has also been 
assessed, in view of the findings of Elmes et al. (1953) and May 
(1953) that when there is pus in the sputum bronchial patho- 
gens can often be isolated from the same specimen. 

Doubt has been cast on the efficiency of sputum culture. 
Bergman & al. (1955) and Tunevall and Wasserman (1956) 
often failed to recover organisms from sputum in cases where 
they had been cultured from bronchial aspirates. As this may 
be related to the irregular distribution of pathogens in the 
sample of sputum (May 1952), the method of sampling is 
important. The methods we used proved very efficient when 
their results were compared with those of direct bronchial 
swabbing (Brumfitt et al. 1957). Since, in most cases, the 
sputum has been sampled by more than one method, the 
present results permit a comparison of the efficiency of these 
various methods of sputum culture as regards recovery of 
bronchial pathogens. 

Material and Methods 

During two years, sputum and throat swabs were 
examined from 117 patients admitted for investigation of 
chronic respiratory disease. These patients have been 
divided into three clinical groups without reference to lab- 
oratory findings. 62 were diagnosed clinically as having 
bronchial asthma and 37 as having chronic mucopurulent 
bronchitis (4 
with demon- 
strable bron- 
+  chiectasis in 
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Fig. 2—Incidence of bronchial pathogens in various clinical groups 
of cases. 
purulent, mucoid with traces of purulent material, or 
entirely mucoid. Giemsa and Papanicolaou stains were 
applied to smears made from the most opaque portions of the 
specimen. An approximate assessment of the quantity of pus 
cells was recorded as +, ++, or +++ depending upon the 
number of cells found in a representative high-power field. The 
degree of contamination by throat squames was noted, as was 
the presence of eosinophils, bronchial epithelial cells, and 
“ dust cells’’—viz., histiocytes containing carbon pigment. 
Results 

In about half of the cases with pathogens in the sputum, 
the same organisms are also present in the throat (fig. 1). 
Where the organisms in question are present in the 
sputum but absent from the throat, they are held to have 
originated from the bronchi. Using this criterion, one can 
obtain figures for the relative incidence of various patho- 
gens in the different clinical groups (fig. 2). 

The findings in the 37 bronchitis cases have been further 
analysed to show the incidence of bronchial pathogens 
singly and in combination: 





Haemophilus influenza alone 14 
H. inj +p occus .. 3 
H. influenza + coliforms 2 
Pneumococcus alone 3 
Coliforms alone .. big 2 
Staphylococcus aureus alone 1 

Total ‘2 25 


In individual cases, the occurrence and numbers of pus 
cells in stained smears commonly bore no relation to the 
presence or absence of pathogens on culture; but a higher 
proportion of smiears showing abundant (+ + +) pus cells 
came from sputa containing pathogens than from sputa 
yielding no pathogens (fig. 3). Where the pathogen was 
thought to have come from the throat rather than from the 
bronchi, pus cells were rarely abundant. 

Again, the presence or absence of visible pus was poorly 
related, in individual cases, to the occurrence or otherwise 
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Fig. 3—Assessment of pus cells in sputum related to cultural results. 





of pathogens, but there was a tendency for sputa contain- 
ing pathogens of presumed bronchial origin to be more 
purulent than those containing no pathogens or pathogens 
of presumed pharyngeal origin (fig. 4). 

In those instances where a number of different methods of 
sampling sputum were used, it was found that the frequency 
with which pathogens were isolated varied slightly according to 
the method used for the cultivation of sputum—51 from mucus 
only, 57 from pus only, 60 from homogenised sputum, and 62 
from combined methods. The same order of efficiency was 
obtained when the analysis was confined to cases in which the 
organism in question was believed to be derived from the 
bronchi. ° ; 

Discussion 

Our results indicate a relatively high incidence in 
chronic bronchitis of Haemophilus influenzae, singly or 
associated with other bronchial pathogens, and a lower 
incidence of pneumococci, coliforms, and Staphylococcus 
aureus. In half of the cases from which pneumococci and 
coliforms were isolated, H. influenze was also present, and 
may have been the more important pathogen. These find- 














PATHOGENS IN NO PATHOGENS PATHOGENS IN 
SPUTUM ONLY IN SPUTUM SPUTUM AND 
40+ THROAT 7 
-_- 
Se 30 
q 
P- 20 
Ss 
10 
» 3 ss 2% a] 4 w» ww & 
LS4. $334: £ege 
Te te | oe Se ee. 3s 3 3 3 
Pd z= 3 a, oe ae oo ee 
a = ie Foe ee . 3 Boe 
@a & @a & ea & 
o > 8 > s > 
= 3 = 2 = 3 
> S > 
% 4 Gq 


Fig. 4—Macroscopic appearance of sputum related to cultural 
results 

ings are similar to those of Mulder (1956). There is no 
such preponderance éf H. influenze in the patients with 
bronchial asthma or with obstructive lesions. In all groups 
the pneumococci would have assumed greater importance 
if the results of simultaneous throat-swab culture had not 
indicated that the throat was their probable source. This 
may partly explain the relatively high incidence of 
pneumococci reported by Stuart-Harris et al. (1953) and 
May (1953) in chronic bronchitis. 

In 12 of the 37-cases of chronic bronchitis, no pathogen 
could be definitely incriminated. This finding is related 
to the difficulty of interpretation when an organism is 
simultaneously found in the throat and sputum (Brumfitt 
et al. 1957), and also, in part, to the problem of clinical 
differentiation between chronic bronchitis and asthma. 

The presence of pus in the sputum was not always a 
reliable indication of bronchial infection (figs. 3 and 4); but 
there was a tendency for pus to be more abundant in 
patients with pathogens in the sputum only, than in those 
with either no pathogens, or pathogens in both. sputum 
and throat. This observation adds weight to the conten- 
tion that the bronchi are less commonly infected in the 
latter group. 

Eosinophils were noted in the sputum of 22 patients. Of 
these, 19 had asthma and 3 chronic bronchitis. The cultural 
findings suggested bronchial infection in about a quarter of 
these cases. 
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The presence of histiocytes containing carbon pigment (dust 
cells) or ciliated bronchial epithelial cells in a sample of sputum 
is good evidence that it is, at least partially, of bronchial origin, 
and thus increases the significance of the cultural results; while 
the presence of pharyngeal squames as the predominant cells 
signifies a heavy degree of throat contamination. No other 
characteristic cytological criteria of bronchial infection have 
been noted. 

Since several methods of sampling have been used, it 
is of interest to compare their relative efficiency. Homo- 
genisation of whole sputum appears most efficient, while 
sampling of the purulent portions is only slightly less so. 
Sampling a non-purulent portion was thé least efficient. 
These results partially reconcile the views of May (1953), 
who advocates enzymatic digestion, and Allibone et al. 
(1956), who recommend a large sample of pus for the 
culture of pathogens from sputum. 


Summary 

117 patients with chronic bronchial disease have been 
investigated by culture of simultaneous sputum and throat 
swabs. The results have been interpreted in the light of 
previous findings from a smaller series of patients from 
whom additional direct bronchial cultures were obtained. 

In patients with chronic bronchitis, Haemophilus influ- 
enze was often present, either alone or in association 
with other bronchial pathogens. In patients with bronchial 
asthma or obstructive lesions of their bronchi, the bron- 
chial pathogens, and H. influenze in particular, were 
uncommon. 

On the whole, greater amounts of pus were found in the 
sputum of patients whose bronchi were infected. But in 
the individual case the presence of pus was a poor guide 
to the presence of infective lesions of the bronchi. 


We wish to thank Prof. R. Cruickshank for advice and criticism, 
Dr. A. A. Glynn and Dr. A. W. Frankland for supplying us with the 
clinical records, Sister N. Wiggin and her nurses for the collection 
of specimens, and Miss S. Dodman for technical assistance. 
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We have already reported our clinical experience of 
acute renal failure due to concealed accidental hemor- 
rhage of pregnancy, criminal abortion, and intravascular 
hemolysis (Bull et al. 1955, 1956, 1957), and we now 
record our cases of acute renal failure due to poisons and 
drugs. 


Poisons 
Accidental and suicidal poisonings leading to acute 
renal failure are uncommon in this country. Thus, for 


col ee 


example, in " 
contrast with -< 


experience in 
America, 
carbon-tetra- 
chloride 
poisoning is 
uncommon 

(Kirkpatrick ee 


and Suther- rs f : 
nd 1950) B ab ghel te 


not encoun- 
tered a case. 
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we have seen 

Fig. 1—Case 2: serial specimens of hand- 
only 3 cases writing in early diuretic phase of acute 
(cases 1-3), of tubular necrosis due to suicidal poisoning 
which 2 were 


with mercury. 

due to suicidal 

attempts and 1 was accidental. Renal failure was moder- 
ately severe, and anuria lasted eight days in 1 case ‘and 
eleven days in the 2 others.. None received dimercaprol 
within the effective period of the first hour of mercury 
absorption. Vomiting, diarrhoea, and stomatitis were all 
troublesome features, and 1 patient had a disturbance of 
the central nervous system (usually recognised only in 
industrial mercury poisoning) in the diuretic phase (fig. 1). 

1 case of suicidal oxalic-acid poisoning (see appendix, 
case 4) was seen. Renal failure was severe, and the 
patient died on the twenty-second day of illness without 
having achieved a satisfactory diuresis. Conservative 
management, including hypertonic glucose infusion into 
the inferior vena cava and retention enemata of ion- 
exchange resin in the sodium cycle, was applied carefully ; 
the patient might possibly have been kept alive longer if 
dialysis methods had been available. Poisoning with 
hydrochloric acid was rapidly fatal in 1 case (case 5) due 
chiefly to acid erosion in the respiratory and upper 
alimentary tracts, and acute tubular necrosis was an 
incidental finding. We have encountered several cases of 
attempted suicidal phenol poisoning and 1 case of acci- 
dental turpentine poisoning, but all the patients recovered, 
and none had anuria. The patient with turpentine 
poisoning had urine that smelled of violets and contained 
numerous red blood-cells initially. In the patients with 
phenol poisoning the urine was usually concentrated and 
contained, on occasions, excess of cells and small amounts 
of protein. A representative case of phenol poisoning is 
case 6. 

No case of methyl-alcohol poisoning was seen, but 2 
chronic alcoholic patients died with acute renal failure: 

The first patient (case 7) developed lobar pneumonia during a 
prolonged drinking spree. He was dehydrated and hypotensive 
on admission. Two litres of isotonic sodium sulphate given 
intravenously on the second day in hospital did not produce a 
diuresis. This infusion may have caused the proximal tubular 
hydropic changes which were seen post mortem. The clinical 
diagnosis of lobar pneumonia and acute tubular necrosis was 
confirmed at necropsy. This association in severe chronic 
alcoholism has been reported by Parrish et al. (1955). 

The second patient (case 8) was found unconscious after 
having consumed a great deal of alcohol, and it was suspected 
that he might have adulterated the alcohol with some prepara- 
tion from his chemist’s shop. Renal cortical necrosis is known 
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Microscopic 
todevelop eo» +t- (1955) emphasises that a rough trip in an ambulance is a good 
after immod- therapeutic measure for such patients. Our present policy is 
erate con- Be Albuminuria to treat conservatively and to avoid urological manipulations. 
sumption of Hopper and Partridge (1950) point out that in 82 out of 84 
alcohol and collected cases of sulphonamide obstructive anuria the patients 
can also be 6— Jugular Venous Pressure recovered. The average onset of diuresis was at 3-1 days and 


caused by 
numerous 
chemical 
poisons, 
(Sheehanand 
Moore 1952). 
Cortical ne- 
crosis was 
suspected 








clinically in 

this patient 

and con- 

firmed post 

mortem. / —100 UREA 

Drugs / mg. 
Our only : » ° % 

experience RENAL 2 

of acute COU Se URINE 

renal failure Litres /day 

after drug 1 5 ° 

administra- DAYS: 

tion has Fig. 2—Case 9: rise in blood-pressure and venous 

been with pressure probably due to overloading with water 
and salt during anuria due to sulphonamide 

the sulph- obstruction. On the 13th day the effective renal 

onamide plasma flow (p-aminohippurate clearance) was 
601 ml. per min. and the glomerular filtration- 

group. rate (thiosulphate clearance) 93 ml, per min. 

These are 


known to give rise to renal failure from obstruction by 
crystalline deposits and epithelial debris in the urinary 
pathways and from hypersensitivity lesions in the kidneys, 
particularly acute tubular necrosis and renal arteritis. 


Sulphonamide Obstructive Anuria 

We have seen a good many cases of sulphonamide crystalluria 
with hematuria and renal colic. Only 5 patients, however, had 
anuria of any note (cases 9-13 and fig. 2). 1 patient developed 
cystitis following urethral catheterisation and, when cystoscopy 
was done, the ureteric orifices could not be located and the 
cystoscope was pushed through the friable bladder wall. The 
patient was moribund from peritonitis when we saw him. The 
4 other patients appeared to have spontaneous diureses. When 
diuresis appeared to start after unsuccessful attempts at ureteric 
catheterisation, it was our impression that this was due to the 
moving about of the patient on the journey to the theatre. Kolff 
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Fig. 3—Case 16 : anuria associated with dermatitis and presumably 
due to sulphonamide sensitivity. 





the range was from one to eleven days. 
Sulph ide-sensitivity Anuria 

3 patients developed acute renal failure apparently as a 
sensitivity reaction to sulphonamide drugs (cases 14-16 and 
fig. 3). They all had associated dermatitis, and in 1 case this 
started after exposure to the sun. The renal failure was more 
severe, and the anuria of longer duration, than in sulphonamide 
obstructive anuria. 2 patients recovered on conservative man- 
agement. The 3rd patient died partly from rather poor manage- 
ment of the anuria and partly from pyelonephritis superimposed 
on the tubular necrosis and possibly due to ureteric catheterisa- 
tion. 

Renal failure due to potentially hemolytic drugs—e.g., 
quinine and mephenesin—has been discussed in a previous 
paper on anuria following intravascular hemolysis (Bull 
et al. 1957). 

Anuria has been noted to follow exposure of the kidney 
to radio-opaque material—e.g., in aortography (Dormandy 
et al. 1957) and in retrograde pyelography with pyelorenal 
backflow (Grieve and Lowe 1955)—but these complica- 
tions are rare. 





Discussion 

The pattern of disturbed renal function in our cases 
of acute tubular necrosis due to poisoning and to sulphon- 
amide sensitivity was the same as in our cases of concealed 
accidental hemorrhage, intravascular hemolysis, and 
criminal abortion, which are the other most common 
causes of acute tubular necrosis in our series. Despite 
the varying histological pictures and different types of 
tubular damage described by Oliver et al. (1951) we have 
failed to show any functional differentiation between 
cases of tubular necrosis due predominantly to nephro- 
toxins and cases due predominantly to renal ischemia 
(Bull et al. 1950, Lowe et al. 1954, Emslie-Smith et al. 
1956). As regards sulphonamide obstructive anuria we 
have studied renal function in only 1 case (case 9), in 
which there was a much earlier recovery of function than 
would be expected in tubular necrosis (fig. 2). 

Acute renal failure due to poisonings and sulphonamide 
(either obstruction or sensitivity) should carry a high 
recovery-rate with adequate treatment. The 2 deaths 
among our sulphonamide cases were probably avoidable. 
In mercury poisoning there is very extensive tubular 
necrosis (Allen 1951), but its reversibility is shown by the 
excellent recovery made by our 3 patients. The death 
due to hydrochloric-acid poisoning was due to associated 
damage of the respiratory and alimentary tracts, renal 
failure being incidental, and the death due to oxalic-acid 
poisoning was unexplained and took place when the 
patient was in the recovery phase of the renal lesion. Our 
cases of phenol poisoning have been mild, and we have 
not encountered a fatal case. 


Summary 

Of 5 cases of acute tubular necrosis due to poisons 3 
were due to mercury and 1 each to oxalic and hydrochloric 
acids. The patients with mercurial tubular necrosis 
recovered, but the 2 others died. Only very mild cases of 
phenol and turpentine poisoning were encountered, and 
none of the patients had anuria. 2 chronic alcoholics died 
in renal failure after drinking bouts: one had lobar pneu- 
monia and acute tubular necrosis; the other had renal 
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cortical necrosis. There were 5 cases of sulphonamide 
obstructive anuria and 3 of sulphonamide sensitivity with 
renal failure; 1 patient in each group died. 


Appendix 

Case 1.—A woman, aged 36, was prescribed mercuric- 
chloride tablets for use in vaginal douching for vaginitis. She 
used too concentrated a solution and developed a severe 
vaginal irritation with vomiting, diarrhoea, and a brisk diuresis 
that was followed within a few hours by anuria. Dimercaprol 
was not given until the fourth day of anuria. She was treated 
by the intragastric regime (Bull et al. 1949) and with the artifi- 
cial kidney on the tenth day of anuria. Her blood-urea level 
rose to a maximum of 325 mg. per 100 ml., and diuresis 
developed on the twelfth day. She made a good clinical 
recovery. 

Case 2.—A woman, aged 21, swallowed some mercuric oxide 
in a suicidal attempt. Faintness, vomiting, and anuria followed. 
She was treated with gastric lavage but had no dimercaprol. 
Anuria persisted for eleven days, and her maximal blood-urea 
level was 380 mg. per 100 ml. She was treated conservatively 
by the intragastric regime and made a good clinical recovery. 
Convalescence was delayed by disturbance of her central 
nervous system in the early and late diuretic phases. The 
chief features were tremor, ataxia, and dysarthria of the type 
seen in industrial mercury poisoning. Her incoordination is 
evident from her handwriting (fig. 1). 

Case 3.—A woman, aged 23, swallowed some “ hair-curling 
tonic ” (which contained mercuric chloride 24 g. per packet). 
She collapsed with immediate abdominal pain and was taken 
to hospital, where her stomach was washed out. She had 
bloody diarrhea, vomiting, and anuria. Dimercaprol was 
not given until the second day. With careful conservative 
management she made a good recovery after eight days’ anuria. 

Case 4.—A woman, aged 30, was admitted to hospital some 
hours after swallowing a teaspoonful of oxalic-acid crystals. 
Her stomach was washed out, and she had an intravenous 
infusion of noradrenaline in physiological saline solution for 
shock. She had anuria and then severe oliguria, and her blood- 
urea level rose to 450 mg. per 100 ml. on the sixteenth day. 
Thereafter she entered the early diuretic phase, and her blood- 
urea level began to fall. Treatment was by intravenous infusion 
of hypertonic glucose into the inferior vena cava and with 
retention enemata of sodium-charged cation-exchange resin. 
Unfortunately she had an unexplained profound circulatory 
collapse on the twenty-second day and died. Necropsy con- 
firmed the diagnosis of acute tubular necrosis. 

Case 5.—A man, aged 54, was admitted to hospital some 
hours after swallowing an unknown quantity of hydrochloric 
acid in a suicidal attempt. On admission emergency tracheo- 
tomy was done for laryngeal obstruction due to edema. He 
was very restless and had gross excoriation in the mouth and 
generalised rales in the lungs. His blood-pressure was 120/90 
mm. Hg. Since he did not pass urine that day he was catheter- 
ised at night; 300 ml. of dark brown urine was obtained, and 
its specific gravity was 1-020. Only small quantities were 
obtained by catheter from that time until death forty-eight 
hours later, the total amounting to 200 ml. The urine was dark, 
of specific gravity 1-010, and contained pigmented casts. The 
blood-pressure remained between 110/70 and 140/90 mm. Hg 
until shortly before death. At necropsy there were gross signs 
of acid erosion in the air passages and upper gastro-intestinal 
tract, pulmonary oedema, and bronchopneumonia. Histo- 
logically the kidneys showed acute tubular necrosis, with a few 
pigment casts in the collecting tubules. 

Case 6.—A woman, aged 61, drank half a cupful of ‘ Lysol ’ 
in a suicidal attempt. She was found unconscious and was 
brought into hospital, where she recovered consciousness 
rapidly. Her general condition was good, her blood-pressure 
was 145/70 mm. Hg, and there were brownish staining on her 
chin and ulceration in her mouth. The first samples of urine 
showed carboluria and were well concentrated (urinary urea 
1800-3200 mg. per 100 ml.). Treatment consisted of olive oil 


orally, prophylactic penicillin, and careful water and electrolyte 
balance. Urine volume was on the low side for a few days; the 
blood-urea level fell from 60 mg. per 100 ml. on the second 
day to 20 mg. per 100 ml. on the fifth day. She recovered 
quickly. 

Case 7.—A man, aged 42, was found semiconscious in his 
house and brought into hospital. He had been a very heavy 
drinker for years and had been indulging excessively during 
the past month. He had had some pain in his left chest for 
forty-eight hours. On examination he was drowsy and breath- 
less, his blood-pressure was 80/50 mm. Hg, and there were signs 
of left lower lobar pneumonia. He passed 180 ml. of urine on 
the first day. There was heavy proteinuria, and many red cells 
and a few granular and cellular casts were seen microscopically 
in the spun deposit. He remained severely oliguric, and his 
blood-urea level rose from 96 mg. per 100 ml. on the second 
day to 496 mg. per 100 ml. on the seventh day in hospital. 
He died on the eighth day. Necropsy showed resolving left 
lower lobar pneumonia, pulmonary oedema, and several 
hemorrhages into the trunk muscles. The kidneys showed 
typical lesions of acute tubular necrosis affecting the distal 
nephrons and severe hydropic swelling of the proximal tubular 
cells. There was also very mild glomerulitis. 


Case 8.—A man, aged 27, was found unconscious in a 
chemist’s shop and brought into hospital. He had been 
drinking heavily for some months and had consumed a bottle 
of whisky during the previous day. Examination of the 
cerebrospinal fluid and radiography of the skull were normal. 
He recovered consciousness but was hallucinated and required 
sedation with paraldehyde. Despite good general condition 
and a blood-pressure of 124/64 mm. Hg he had very severe 
oliguria, with red cells and hyaline and granular casts in his 
urine. He developed epileptiform fits, and his blood-urea 
level rose to 155 mg. per 100 ml. on the third hospital day, 
when he died. Necropsy confirmed the clinical diagnosis of 
renal cortical necrosis. 

Case 9.—A man, aged 34, had 30 g. of sulphadiazine during 
outpatient treatment of gonorrhea. He developed renal colic, 
hematuria, and then anuria. Two attempts at ureteric 
catheterisation, one under spinal anesthesia, failed, and after 
two days’ anuria he was transferred to our care. He had been 
grossly overloaded with salt and water and had ‘developed 
hypertension, increased jugular venous pressure, basal crepi- 
tations in the lungs, and edema, On the fourth day he was 
cystoscoped under local anesthesia. His bladder mucosa was 
injected and cedematous. A ureteric catheter was passed a few 
centimetres up the left ureter, and some epithelial debris was 
removed. No crystals were seen microscopically. In the 
next twelve hours he passed 275 ml, urine and subsequently 
he made a good clinical recovery. Data are shown in fig. 2. 
Note that renal function tests on the thirteenth day were near 
the lower limit of normal. 

Case 10.—A man, aged 25, had a vague illness characterised 
by anorexia, vomiting, and abdominal pain. He received 
sulphadiazine 20 g. in four days and on the fourth day devel- 
oped hematuria and oliguria. He was admitted to hospital 
and in the next four days passed only 275 ml. of bloodstained 
urine. He was transferred to our care, and on the fifth day of 
anuria cystoscopy was done under low spinal anesthesia. His 
bladder mucosa was oedematous, and the ureteric orifices were 
not located. On return to the ward he started to pass urine, 
and in the next twelve hours 4200 ml. was recovered. His 
highest blood-urea level was 93 mg. per 100 ml. on the fifth 
day. He made a good clinical recovery. 

Case 11.—A man, aged 63, was treated with sulphamezathine 
24 g. in four days for a chest infection and on the fourth day 
developed Join pain, hematuria, oliguria, and then anuria. 
He was admitted to hospital next day, where bladder catheter- 
isation confirmed anuria. He was cystoscoped two days later, 
but the procedure was abandoned after the patient developed 
severe shock. The cystoscope had perforated the oedematous 
inflamed bladder wall, but this fact was not appreciated at the 
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time. Paralytic ileus developed, and he was transferred to our 
care. He died on the sixth day of anuria. Necropsy showed 
peritonitis due to traumatic perforation of the bladder wall. 

Case 12.—A man, aged 45, was treated with sulphameza- 
thine 12 g. for tonsillitis and then developed renal colic, 
hematuria, and then anuria. An attempt at ureteric catheterisa- 
tion failed on the fifth day, and he was transferred to our care. 
Spontaneous diuresis developed on the sixth day, however, 
and he made a good clinical recovery. His highest blood-urea 
level was 130 mg. per 100 ml. on the fifth day. 

Case 13.—A woman, aged 42, was treated for a chest infec- 
tion with sulphamezathine 19 g. in three days. She then 
developed renal colic, hematuria, and anuria. She remained 
anuric for three days and then had a rather gradual diuresis. 
Her highest blood-urea level was 106 mg. per 100 ml. on the 
fifth day. 

Case 14.—A woman, aged 54, was treated with 12 g. of a 
sulphonamide drug (the exact preparation was unknown) for 
an upper respiratory infection. She developed a skin rash and 
oliguria, and the drug was stopped. She was admitted to 
hospital three days later and was treated with alkalis and intra- 
venous fluids. Ureteric catheters were passed and the renal 
pelves washed out with bicarbonate solution. There was no 
evidence of ureteric obstruction, and no crystalluria was 
evident. On the eighth day of anuria she was transferred to 
our care. She was drowsy and oedematous and had broncho- 
pneumonia and severe dermatitis. She died on the tenth day. 
Necropsy showed staphylococcal. bfonchopneumonia, acute 
tubular necrosis, pyelonephritis, and multiple abscesses in the 
left kidney. Tubular necrosis was considered to be due to 
sulphonamide sensitivity, and the pyelonephritis and renal 
abscesses were thought to be superimposed lesions due to 
infection following ureteric catheterisation. 

Case 15.—A man, aged 65, was treated with phthalylsulpha- 
thiazole preoperatively for rectal carcinoma. Dermatitis and 
oliguria developed. Cystoscopy was performed ; only the right 
ureter could be catheterised, and no abnormality was found. 
The blood-urea level, which had been 25 mg. per 100 ml. on 
admission, rose to 254 mg. per 100 ml., and then with spon- 
taneous diuresis, fell to 74 mg. per 100 ml. At this time the 
patient’s general condition was fair, and he had an exacerbation 
of chest infection. Palliative colostomy was done after 
preparation with blood-transfusion and breathing exercises. 

Case 16.—A woman, aged 62, developed diarrhoea, and 
after eight days she consulted her doctor, who prescribed 
sulphaguanidine. Next day severe dermatitis began while she 
was sitting in the sunlight. The rash spread, and the drug 
was stopped after three days. Two days later left basal pneu- 
monia developed, and was treated with erythromycin. On the 
twelfth day after starting drug therapy she had anuria, and on 
the sixth day of anuria she was admitted to hospital. Diuresis 
began two days later, and her blood-urea level fell rapidly from 
its highest level of 230 mg. per 100 ml. (fig. 3). No crystals 
were present in freshly voided urine at the onset of diuresis. 
In the early diuretic phase there were poor concentration of 
urine and failure of conservation of sodium and potassium. 
On the twelfth day after onset of diuresis a water load of 1 
litre led to a maximal flow of 9 ml. of urine a minute, which 
was reduced to 1 ml. a minute after the intramuscular injection 
of 5 units of posterior pituitary extract, thereby showing the 
return of tubular function. Patch-testing during convalescence 
confirmed sulphonamide sensitivity. The patient’s daughter, 
like her mother, developed an acute skin eruption after treat- 
ment with sulphonamide ; neither had been treated before 
with sulphonamide. 


We are grateful to Dr. Robert Semple for permission to include case 8. 
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THE syndrome associated with metastasising argentaffi- 
noma has now been well documented, and it seems likely 
that many of the manifestations are due to an excess of 
5-hydroxytryptamine elaborated by the tumour. Among 
the many cases published, a few, including the third 
patient described by Snow et al. (1955), present certain 
atypical features. Prompted by the similarity to another 
atypical patient described by Smith et al. (1957), we have 
reinvestigated this patient. Our findings suggest that he 
may belong to a distinct clinical group in which 
the tumours produce 5-hydroxytryptophan instead of 
5-hydroxytryptamine. 


Case-report 

A detailed clinical description of this man, aged 45, has 
already been published (Snow et al. 1955). To summarise, 
flushing attacks precipitated by food and particularly by alcohol 
had been present for more than twenty years. The flush was 
patchy and bright red, and could be attenuated by anti-histamine 
therapy. Diarrhoea had never been a feature. The patient was 
first observed four years ago, when his hard enlarged palpable 
liver was found at laparotomy to be full of metastases from a 
small primary tumour in his stomach, The hepatic enlarge- 
ment has remained unchanged up to now, and there has been 
no deterioration in his general condition, which remains excel- 
lent. His main complaint continues to be of intermittent 
attacks of pain caused by a duodenal ulcer, whose presence was 
confirmed at the laparotomy. Additional radiological investiga- 
tions since the previous report on this patient have included 
intravenous pyelography and a skeletal survey, neither of which 
has revealed any abnormpality. 


Further Investigations 

Methods 

Urinary 5-hydroxytryptamine was estimated in our respective 
laboratories either by the colorimetric method of Udenfriend 
et al. (1955b) or by the same 1-nitroso-2-naphthol colour 
reaction after adsorption on a column of ‘Amberlite IRC 50’ 
and elution with sulphuric acid, a standard being carried 
through the whole procedure. The results obtained by the 
two methods were in close agreement. Urinary 5-hydroxy- 
indoleacetic acid was estimated by the method of Udenfriend 
et al. (1955a) or by the method of Macfarlane et al. (1956), 
both of which gave comparable results. “‘ Total 5-hydroxy- 
indoles ” were measured as the colour reaction produced by 
1-nitroso-2-naphthol with the umnextracted urine with 
5-hydroxyindoleacetic-acid standards. Chromatography of the 
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TABLE I—PARTITION OF 5-HYDROXYINDOLES IN URINE 
FROM BLADDER 





Specimen no. 1 2 3 
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urine for indoles was kindly carried out by Dr. C. E. Dalgliesh 
(Dalgliesh 1955, 1956). Indole chromatography was also done 
by the method of Jepson (1955) on ultrafiltered desalted serum 
and on urine. The presence of 5-hydroxytryptamine on 
chromatograms was confirmed by the method of Jepson and 
Stevens (1953). 

This histamine content of the urine was kindly estimated by 
Dr. R. S. Stacey, using the method described by Roberts and 
Adam (1950). 


Chromatography 

Chromatographic examination was carried out on bladder 
urine and on separate specimens obtained from each ureter. 
5-Hydroxytryptophan was present in all the specimens, 
and 5-hydroxytryptamine, 5-hydroxyindoleacetic acid, and 
unknown slow-running Ehrlich-reacting spots, presumed to be 
conjugates, were also found in bladder urine. There were 
insufficient 5-hydroxyindoles in the serum to show on the 
chromatogram. Indole chromatograms were also prepared 
from the urine of six healthy people who had been given 
DL-5-hydroxytryptophan intravenously during another investi- 
gation (Pare and Sandler, to be published). Apart from an 
absence of conjugates, these were strikingly similar to those 
obtained from our patient’s urine. 


Quantitative excretion of 5-hydroxyindoles.—Bladder speci- 
mens of urine recently obtained and submitted to quantitative 
partition of 5-hydroxyindoles gave the results shown in 
table 1. The 5-hydroxyindoleacetic acid excreted by this 
patient has been determined on numerous occasions and is 
fairly constant at 40-50 mg. per g. of creatinine or 40-60 mg. 
per twenty-four hours. The amount of 5-hydroxytryptamine 
excreted has been determined chemically on several occasions 
and agrees fairly closely with that originally determined 
pharmacologically (Snow et al. 1955). If the sum of 5-hydroxy- 
tryptamine and 5-hydroxyindoleacetic acid is subtracted 
from the “ total 5-hydroxyindoles ”’, the result is a function 
of the level of 5-hydroxytryptophan (Udenfriend et al. 
1957) and can be used as such for comparing different 
specimens. 

Ureteric specimens of urine from right and left ureters are 
compared in table 1 as regards partition of 5-hydroxyindoles. 


TABLE II—PARTITION OF 5-HYDROXYINDOLES IN URINE 
FROM URETERS 
mg. per g. of creatinine 


Lt ureter | Rt ureter 
“ Total 5-hydroxyindoles” . . ‘a oa 80-0 81-0 
5-hydroxytryptamine we ra’ ea 13-0 10-8 
5-hydroxyindoleacetic acid .. - we 78 12-4 
Balance = 5-hydroxytryptophan e- “— 59-2 578 


Excretion of Histamine 

From examination of an isolated specimen histamine excre- 
tion had previously been stated to be within normal limits 
(Snow et al. 1955), but further estimations have repeatedly 
revealed a high output, 480-940 ug. per twenty-four 
hours, the normal range being 18-62 ug. (Roberts and Adam 
1950). 


Discussion 


Enough cases of argentaffinoma syndrome have now 
been published for a fairly constant clinical picture to 
emerge which, broadly, varies directly in severity with the 
mass of tumour present. It has been presumed, from the 
high level of 5-hydroxytryptamine found in the tumour, 
that this substance is liberated into the blood-stream. 
Certainly the urinary 5-hydroxyindole pattern produced 
after the experimental injection of 5-hydroxytryptamine 
(Erspamer 1956) resembles that found in the argentaffi- 
noma syndrome—i.e., a large excess of the metabolite 
5-hydroxyindoleacetic acid with only a small increase in 
5-hydroxytryptamine. 

When our patient was first described (Snow et al. 1955), 
a large urinary excretion of 5-hydroxytryptamine and a 
comparatively small one of 5-hydroxyindoleacetic acid 
were noted, together with other anomalies, for which at 
that time there was no obvious explanation. Recently, how- 
ever, Smith et al. (1957), found in a patient with the 
carcinoid syndrome a large urinary excretion of 5-hydroxy- 
tryptamine and of 5-hydroxytryptophan, its precursor. 
This aminoacid, derived from dietary tryptophan, had not 
previously been found in other than trace amounts, and 
it was postulated that renal metastases were secreting 
intermediary metabolites direct into the urine. The 
intravenous pyelogram was considered to support this 
view, but Dick et al. (1957), in a further report on the 
same patient, state that retrograde pyelography showed 
no abnormality. 


Since our patient also had a large urinary output of 
5-hydroxytryptamine, urinary chromatography was car- 
ried out, whereupon large amounts of 5-hydroxytrypto- 
phan were found as well as 5-hydroxytryptamine and 
5-hydroxyindoleacetic acid. Intravenous pyelography did 
not reveal any obvious renal metastases in our patient, 
however; so ureteric catheterisation was done in an 
attempt to locate the fault, urine being collected from each 
ureter separately. Indole partitioning gave similar results 
in both specimens; and, unless bilateral metastases of 
equal mass were present, which was unlikely, the explana- 
tion advanced by Smith et al. (1957) cannot apply to our 
patient. ‘ 

Although Dick et al. (1957) estimated the 5-hydroxy- 
indoleacetic acid in ureteric specimens from their patient 
they took no account of possible differences in urine flow 
by relating the level of 5-hydroxyindoleacetic acid to that 
of creatinine. The difference they found between the two 
specimens may therefore not be significant. 


Chromatograms of our patient’s urine bore a striking 
resemblance to those obtained from urine passed after 
intravenous injection of 5-hydroxytryptophan into six 
normal subjects. It therefore seemed likely that the 
principal metabolite of the tumour was 5-hydroxytrypto- 
phan, which, when released into the blood-stream, was 
decarboxylated to 5-hydroxytryptamine elsewhere. 5- 
hydroxytryptophan-decarboxylase activity is known to be 
widespread (Gaddum and Giarman 1956); and since the 
level of 5-hydroxytryptophan decarboxylase is especially 
high in the kidneys (Clark et al. 1954), the large output of 
5-hydroxytryptamine could be due to direct decarboxy- 
lation there. 5-Hydroxytryptophan which reached the 
kidney and escaped decarboxylation would pass unchanged 
into the urine, and the other major indole fraction, 
5-hydroxyindoleacetic acid, would arise from 5-hydroxy- 
tryptophan decarboxylated at extrarenal sites and further 
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TABLE III—RELEVANT CLINICAL AND BIOCHEMICAL FEATURES OF THREE ATYPICAL CASES COMPARED AND CONTRASTED 





WITH ‘ = TYPICAL ARGENTAFFINOMA " - 





Present case 


Case of Waldenstrém 
et al. (1956) 


| Case “ Sein et al. Typical argentaffinoma 





Histology Atypical, no 
Distribution of metastases ai a 
Type of flushes ‘7 4 ee oo Bright-red 
Excretion of histamine 

Urinary 5- -hydroxytryptophan (chromatographic) 
Urinary 5-hydroxytryptamine 
5-Hydroxytryptamine in tumour 


Present 


metabolised by monoamine oxidase. The presence of 
relatively greater amounts of 5-hydroxytryptophan in 
the ureteric specimens is compatible with a sudden 
release of large quantities of it in response to an agent 
used for inducing or for maintaining general anesthesia, 
during which striking and prolonged flushing was 
noted. 

It was originally reported that, although tumour tissue 
from our patient undoubtedly resembled that of a carcinoid 
tumour, no typical argentaffin granules were found (Prof. 
A. C. P. Campbell): Jacobson (1954) has emphasised the 
distinction, based on differential staining, between granu- 
lar argentaffin cells (found in typical argentaffinomata) 
and argyrophil cells, which have no granules. Dr. Jacobson 
kindly examined material from our patient and reported 
that all the cells were argyrophil. This finding fits in well 
with the site of the primary tumour in the stomach, where 
argyrophil cells are numerous but argentaffin cells less 
common. 

It is obviously tempting to suggest that argyrophil cells 
may form 5-hydroxytryptophan, whereas argentaffin cells, 
tumours of which are known to contain 5-hydroxytrypto- 
phan decarboxylase (Langemann 1956, Giarman et al. 
1957), form 5-hydroxytryptamine, but investigation of such 
a hypothesis will have to await the availability of more 
tumour tissue. There is no inherent improbability, how- 
ever, in the idea that each type of cell may have a different 
function, and that tumours may contain different propor- 
tions of each. A precedent for a tumour with two distinct 
secretions has already been established in the phzo- 
chromocytoma, which may produce different amounts of 
noradrenaline and adrenaline. This hypothesis may 
explain the high levels of 5-hydroxytryptamine in tumour 
tissue of the otherwise similar patient of Smith et al. 
(1957), compared with the very low level of 5-hydroxy- 
tryptamine in tumour tissue of our patient. 

Another patient, having features in common with both 
our own and Smith’s patient, was described by Walden- 
strém et al. (1956). Although the urinary indole chromato- 
graphic pattern was not described, higher levels of urinary 
5-hydroxytryptamine were obtained by pharmacological 
assay than in any of the large number of patients with 
argentaffinoma investigated by these workers (Pernow and 
Waldenstrém 1957). Other atypical features suggesting 
the possible clinical identity of these three patients are 
shown in table 111. 

Neither Smith et al. (1957) nor Dick et al. (1957) give 
a detailed clinical description of the flushing attacks in 
their patient, but the atypical bright-red persistent flush 
of “‘ geographical ” pattern reported by Waldenstrém et al. 
(1956) and also seen in our patient, which could be atten- 
uated by anti-histamine therapy, correlates well with the 
enormous output of urinary histamine in all three patients. 
5-Hydroxytryptamine is a mild histamine liberator (Feld- 


argentaffin granules 
Mainly hepatic 


“ histamine type ” 
Great increase 


Great increase 
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berg and Smith 1953); so it is not surprising that several 
patients with the typical argentaffinoma syndrome had an 
increased output of histamine (Pernow and Waldenstrém 
1957), but usually the levels attained are lower than those 
found in the three patients under discussion. 


It is improbable that the tumour produces histamine, 
and Waldenstrém et al. (1956) did not detect any in 
biopsy material from their patient. We found no direct 
histamine-releasing action of 5-hydroxytryptophan on 
intradermal injection in normal subjects (unpublished 
observation), but widespread peripheral production 
of 5-hydroxytryptamine resulting from the excess 5- 
hydroxytryptophan may have a more pronounced hista- 
mine-releasing effect than have the relatively small 
amounts of free plasma-5- RyGtonytrypucnne in the 
typical syndrome. 


We suggest, that the anomalous findings in the three 
patients discussed can best be explained by the existence 
of a distinct clinical group of tumours producing 
5-hydroxytryptophan. 


Summary 
A patient with the carcinoid syndrome having many 
atypical features, including urinary excretion of 5-hydroxy- 
tryptophan, is described. 


It is suggested that this case and two others published, 
form a new clinical group of tumours which secrete 
5-hydroxytryptophan. 

We wish to thank Dr. H. T. Howat for permission to investigate 
this patient; Mr. M. Bell, of the clinical laboratory, Manchester Royal 
Infirmary, for some of the 5-hydroxyindole estimations; Miss Lilith 
Emslie for expert technical assistance, and the Royal Free Hospital 
Endowment Fund for defraying her salary; Dr. D. N. Baron and Dr. 
D. A. K. Black for helpful criticism; and Prof. K. R. Hill for 
providing facilities. 
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INFLUENZAL ENCEPHALITIS 
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ALTHOUGH cases of acute hzmorrhagic encephalitis 
were described as early as 1892 (Leichtenstern, Furbringer, 
Koenigsdorf) and were undoubtedly seen in the pandemics 
of influenza in 1890 and 1918, there have been few reports 
in recent years. 

Leigh (1946) described 2 cases of encephalitis during the 
influenza type-B epidemic of that year; Holmes (1947) recorded 
encephalitic symptoms following atypical pneumonia; and 
Jennings (1952) reported a case in which a patient with basal 
pneumonia and a rising type-A antibody titre developed neck 
stiffness and an abnormal cerebrospinal fluid (C.s.F.). 

Of 91 cases of encephalitis notified in England in 1951, 4 
were listed as postinfluenzal (Conybeare 1952). Crome (1954) 
reported 3 adult cases of encephalitis occurring in Slough 
during the 1951 epidemic of influenza type-A. Fernandez 
(1956) described a fulminating encephalitis in 7 infants, which 
he thought followed on influenza. 


During the current epidemic of influenza type-A 
(“* Asian flu ’’) 2 children with an encephalitic illness were 
admitted to Queen Mary’s Hospital for Children within 
three days of each other. Both attend school in Caterham 
and had had recent contact with influenza at school and 
at home. The clinical course was so similar that we 
believe that they had the same disease. 


Case-histories 

Case 1.—A girl, aged 13, was admitted at 8 A.M. on Oct. 17. 
After being at home with a severe cold for two weeks she had 
returned to school on Oct. 15. Her nose was still biocked and 
she had a slight cough. On the 16th she felt drowsy after 
coming home from school. She was restless and moaned 
throughout the night. At 6 A.M. she was found to be unrousable 
and incontinent of urine. 

On admission she was severely ill, unconscious, and very 
restless and irritable, with some degree of photophobia. There 
was very little response to painful stimuli. Her neck was 
slightly stiff and Kernig’s sign was positive. The right pupil 
was smaller than the left but the light reflexes (direct and con- 
sensual) were unimpaired. The tone of the limbs was increased, 
with variable rigidity and athetoid movements of the arms 
(somewhat reminiscent of cerebral palsy). On the left side the 
biceps-jerk was absent, the knee-jerk increased, and the 
plantar response extensor. 

There were crepitations in both lung fields but no other 
pneumonic signs. Temperature 97°F; pulse-rate 120 per min.; 
respirations 25 per min. and regular. The c.s.F. was clear and 
colourless, with 6 lymphocytes per c.mm., and protein 50 mg. 
and sugar 75 mg. per 100 ml. Globulin was not increased, and 
no organisms were found on staining or subsequent culture. 
Blood-count: 9000 white cells per c.mm (neutrophils 78%, 
lymphocytes 17%, monocytes 5%). Blood-sugar and blood- 
electrolyte levels normal. Urine contained acetone. 

She was given prophylactic penicillin, intravenous dextrose- 
saline solution, and paraldehyde to control the restlessness. 

On the evening of admission (Oct. 17) her temperature was 102°F 
and her condition critical. There was no change in the level of 
consciousness. Both pupils showed repeated variation in size and in 
response to light. 

On Oct. 18 she was still in coma but swallowed small quantities 
of fluid. She was still incontinent of urine. In addition, hyper- 
ventilation and mild tetany developed. The c.s.F. was again clear, 
with 10 lymphocytes per c.mm. and protein 35 mg. and sugar 80 mg. 
per 100 ml. Direct smear and culture again negative. 

On Oct. 19 her general condition was better and she seemed to 
improve for short spells when she would open her eyes and gaze about. 

On Oct. 20 she made a dramatic recovery, spoke rationally, and 
took fluids and biscuits in the evening, though very sluggish. The 


left leg was still hypertonic, with an extensor plantar response. She 
was continent of urine. The temperature was normal. 

By Oct. 24 there were no abnormal signs in the nervous system, and 
she was allowed up in a chair. 

When discharged fully ambulant on Nov. 2 she had no 
residual symptoms or abnormal signs. 

Complement-fixation tests for influenza-A antibodies gave a 
titre of 1 : 64 on Oct. 21 and the same on Nov. 1. 

Case 2.—A boy, aged 10, was admitted on the afternoon of 
Oct. 19. His illness had begun five days previously with a cough 
lasting two days, anorexia, and general malaise. On Oct. 17 
vague abdominal pain developed, with bouts of vomiting which 
persisted. About five hours before admission he became 
drowsy. 

On admission he was severely ill, unconscious, and restless. 
He responded sluggishly to painful stimuli but did not obey 
commands. There was no neck stiffness but Kernig’s sign was 
positive. Tendon-jerks were all present and brisk. The plantar 
response was bilaterally extensor. Muscle tone was normal. 
Temperature 98°F ; pulse-rate 110 per min. 

The c.s.F. was clear and colourless, with no cells, protein 
20 mg. per 100 ml., and no increase in globulin. No organisms 
were seen on the stained centrifugate and no growth resulted 
from subsequent culture. 

An intravenous infusion of dextrose-saline and Hartmann’s 
solution was given into the right leg and restlessness was 
controlled with paraldehyde. 

On Oct. 20 his condition was unchanged, though he could swallow 
small quantities of water. His temperature did not exceed 99°F. 

On Oct. 21 he made a dramatic recovery, returning to full con- 
sciousness within six hours. The plantar response became flexor. 
Lumbar puncture on Oct. 22 produced a clear fluid containing no 
cells, 15 mg. protein per 100 ml., and no increase in globulin. No 
organisms were grown. Blood-count 12,000 white cells per c.mm. 
(71% were neutrophils, 23% lymphocytes, and 6% monocytes). 

When allowed up on Oct. 25 he was found to have a foot-drop 
on the right side with gross weakness of the anterior crural and 
peroneal groups of muscles. The distribution of the motor 
and sensory involvement was in keeping with a lesion of the 
lateral popliteal nerve. There was no other evidence of focal 
involvement of the nervous system. 

Complement-fixation tests for influenza-A antibodies gave 
a titre of 1 : 4on Oct. 21 and 1 : 16 on Nov. 2. 


Discussion 

These two children had a severe encephalitis after a 
relatively minor illness. Both passed into coma in less than 
twelve hours with extensor plantar responses and no 
significant abnormality in the cerebrospinal fluid. In 
case 1 there was evidence of focal signs in the nervous 
system on the left side of the body, but in case 2 there were 
no localising signs. After being gravely ill in coma (for 
three days in case 1 and thirty-six hours in case 2) both 
made a rapid recovery. The residual lesion of the lateral 
popliteal nerve in case 2 is hard to account for except as 
due to trauma; but there was no direct evidence of trauma 
to the nerve by splintage or otherwise in the course of the 
intravenous infusion. 

The fourfold rise in titre in the complement-fixation 
test in case 2 indicates infection with influenza virus A. 
The initial high titre in case 1 signifies a recent infection 
with influenza virus A (Stuart-Harris 1953). 

The general course of the illness was very similar to 
that in children with influenzal pneumonia admitted 
during the present epidemic—namely, an acute illness 
lasting two or three days, with a fairly rapid onset and 
rapid recovery from the acute phase. 

Neither child has had recent vaccinations or any of the 
illnesses known to cause encephalitis. The evidence fav- 
ours a diagnosis of acute encephalitis due to influenza virus 
A rather than sporadic encephalitis happening to coincide 
with an outbreak of influenza (Stuart-Harris 1953). 
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I am grateful to Dr. David Lawson for permission to report his 
cases, and to Dr. G. T. Stewart (pathologist to the hospital) and the 
Public Health Laboratory, Colindale, for the complement-fixation 
tests. 
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PERFORATION OF THE COMMON CAROTID 
ARTERY BY A FOREIGN BODY IN THE 
PHARYNX 


M. F. BUTLER 
M.B. Lond., F.R.C.S. 
SENIOR SURGICAL REGISTRAR, WESTMINSTER HOSPITAL, LONDON, S.W.1, 
AND KINGSTON HOSPITAL, SURREY 

MASSIVE hemorrhage due to swallowed foreign bodies is 
most commonly caused by perforation of the aorta. 
Barrie and Townrow (1946) collected 80 such cases. 
Perforation of a major blood-vessel in the neck appears to 
be much rarer, and very few cases have been reported in 
recent years; but Schlemmer (1929) collected 29 cases up 
to that date, and in 17 of these a common carotid artery 
was involved. 

The following case is unusual, and has several interest- 
ing features, not the least of which is that the patient 
recovered, thanks largely to a fortuitous circumstance 
that made the foreign body easy to remove. 

Case-report 

A married housewife, aged 51, was brought to hospital on 
Aug. 12, 1956, about thirty minutes after a severe hemorrhage 
from her throat. She was in a collapsed state and her history 
was obtained partly from her husband and partly from herself 
when she had recovered somewhat. About four weeks pre- 
viously, while she was eating her dinner, a lump of meat stuck 
in her throat. She pushed it down with her fingers but felt 
pain in her throat. Fearing that a fragment of bone might have 
become lodged she went to the casualty department of a local 
hospital and was reassured. Dysphagia persisted but improved 
over the ensuing few weeks. Suddenly, on the evening of 
admission, just after she had coughed, bright blood began to 
pour from her mouth, and shortly afterwards she fainted. The 
bleeding abated after an estimated loss of about two pints, and 
she was brought to hospital without delay. She was admitted 
to a medical ward because the bleeding was at first thought to 
be a hematemesis or a hemoptysis. 

She was pale and shocked, with temperature 97°F, pulse- 
rate_110, blood-pressure 100/40 mm. Hg, and an ill-defined 
firm swelling deeply placed in the left side of her neck. Physical 
examination revealed no other abnormality. Chest radiography 
showed normal lung fields. 

Treatment and Progress.—Her general condition improved 
steadily with anti-shock treatment, including blood-transfusion, 
but during the ensuing twelve hours she regurgitated small 
amounts of altered blood at short intervals. The swelling in her 
neck appeared to diminish during this period. The amount of 
hemoglobin in her blood eight hours after admission, by 
which time she had received two pints of blood, was only 48%. 
By this time it was clear that the hemorrhage had come from a 
lesion in her pharynx or upper cesophagus, and a surgical 
opinion was sought. I first saw the patient fourteen hours after 
admission, and at this time, though pale, her general condition 
was satisfactory. The only abnormality was an elongated 
pulsatile swelling some 3 in. x 1 in. in the position of the upper 
part of the left common carotid artery. 

Direct Pharyngoscopy and QGisophagoscopy.—Under general 
anzsthesia the pharynx was first inspected with a long laryngo- 


scope. A thread-like structure lying against the posterior wall 
of the hypopharynx was grasped with forceps and pulled out. 
It proved to be a length of thread; and with it came a somewhat 
corroded sewing-needle 11/, in. long, which had providentially 
remained threaded. After this there was no further hemor- 
rhage. 

Postoperatively penicillin was administered for five days, and 
the patient made an uneventful recovery. The swelling in her 
neck disappeared within a week. 

The patient recalled that, about a month previously, she had 
served a meal after she had been sewing. She thought that she 
must have put her needle into the front of her dress and that it 
must have dropped into the meat as she bent over to serve it. 

Discussion 

The diagnosis was not so straightforward as might be 
supposed, partly because the patient was unaware that 
she had swallowed the needle, and partly because she was 
too ill after the hemorrhage to emphasise the amount of 
dysphagia she had had during the previous month. Chest 
radiography showed no abnormality in her lung fields, but 
reinspection of the film subsequently showed the needle 
clearly at the extreme upper end of the radiograph. When 
the wet plates were examined originally this part of the 
radiograph had been obscured by the frame carrying the 
film. The swelling in the neck was evidently a hematoma 
caused by bleeding into the tissues of the neck at the time 
of the original hemorrhage. The regurgitation of altered 
blood during the twelve hours after admission was 
associated with considerable diminution of the hema- 
toma, suggesting that it was discharging into the pharynx. 

Perforation of a major artery usually follows the swallowing 
of a foreign body only after an interval of several days. In this 
case the interval was a month. Schlemmer (1929) explained 
this latent period by pointing out that a foreign body would not 
readily enter a mobile structure such as a large blood-vessel 
until that structure had become fixed by inflammation in its 
neighbourhood and, perhaps, softened by the same process. 
Continued pressure would then lead to gradual erosion of the 
vessel wall. 

These was no evidence of sepsis in the present case, but it is 
certainly a factor of importance in some cases, such as that in 
which a foreign-body perforation of the wall of the right 
pyriform fossa had caused a parapharyngeal abscess (Thomson 
and Negus 1949). This had led to sloughing of the wall of the 
common carotid artery with fatal hemorrhage. It is, however, 
quite possible for a sharp foreign body rapidly to penetrate the 
wall of the gullet and of a neighbouring vessel. Sneller (1936) 
described a woman who had sudden pain in the neck while 
eating chicken and rapidly developed a cervical hematoma. An 
impacted bone was seen on endoscopy but could not be 
removed, because blood obscured the field of vision. 

Fatal hemorrhage due to perforation of the cesophagus 
by foreign bodies is commonly preceded by a smaller 
warning hemorrhage. If the possibility of a foreign body 
were considered in every case of bleeding from the pharynx 
or the cesophagus or of unexplained hematemesis, 
mistakes would be avoided, and timely operation might 
well save life. 

Summary 

Severe hemorrhage followed perforation of the common 
carotid artery by a needle swallowed a month before. 
Removal of the needle was followed by an uneventful 
recovery. 

I wish to thank Dr. J. W. Joule, under whose care this patient was 
admitted, for permission to publish this report. 
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TECHNIQUE OF HUMAN BONE-MARROW 
TRANSPLANTS 

THE successful transplantation of bone-marrow in 
mice ! and rabbits * after whole-body X-irradiation has 
revived hopes that bone-marrow could be satisfactorily 
transplanted in man.* The potential danger of whole- 
body irradiation, which is a hazard for all workers in 
nuclear irradiation, indicates the need to explore this 
possibility. We have attempted marrow transplantation 
in five cases and feel that the results may be of interest. 


The Recipients 

Four of the patients had advanced malignant disease and 
anemia, with leucopenia or thrombocytopenia indicating 
grave damage to the marrow, confirmed by marrow examina- 
tion. This precluded further radiotherapy. The fifth patient 
had aplastic anemia after being successfully treated for 
carcinoma of the vocal cord a year previously. 


The Marrow Suspensions 

Donor marrow was obtained by multiple puncture of 
iliac crests of relations who had the same ABO and rhesus 
blood-groups as the patient and whose red cells were com- 
patible with his serum. Four parts of the marrow aspirated 
were added to one part of sterile acid-citrate dextrose solution, 
and these suspensions were injected into the recipient as soon 
as possible after collection. 


Administration ' 

In three cases the suspension was introduced into the 
descending aorta, by catheterising the femoral artery (two cases) 
or the left radial artery (one case). In the fourth case it was 
introduced by percutaneous puncture of the abdominal aorta. 
In the fifth the suspension was injected intravenously. The 
reason for choosing the aortic route in cases 1, 3, 4, and 5 was 
that the pelvis and lumbar vertebre had been deliberately 
irradiated in the previous fortnight to destroy the cells present 
and produce hyperemia, thus providing a suitable site for the 
injected marrow. 

The amounts of marrow obtained and injected were: 


No. of cells 


. - : Volume No. of 
‘om Age Sex ete m ¢ injected cells per g. body- 
i \K8- (ml.) injected weight (x 10*) 

1 25 F 50 3 43 1-019 « 10° 2:04 

2 ll M 50 1 25 0-575 x 10° 0-115 

3 14 F 30 3 44 1-188 « 109 3-96 

4 66 F 46 4 47 1-06 « 10° 2:30 

5 67 M 63 3 48 0-897 x 109 1-42 


“All the patients received prednisone 30 mg. daily both 
before and after the infusion of marrow. 


Results 

Case 1.—A woman, aged 25, with advanced Hodgkin’s 
disease. On Nov. 5, 1956, 43 ml. of suspension was injected 
from a catheter into the aorta at the level of the 8th dorsal 
vertebral body. This produced no symptoms. No improve- 
ment followed. No evidence of the injected cells was found 
at necropsy 3 days later. 

Case 2.—A boy, aged 11, with aplastic acute leukemia and 
staphylococcal septicemia. On Dec. 14, 1956, 25 ml. was 
injected intravenously. No untoward symptoms. No improve- 
ment noted. At necropsy 10 days later there was no conclusive 
evidence of injected marrow. 

Case 3.—A girl, aged 14, with neuroblastoma with multiple 
deposits in skeleton and soft-tissues. On June 19, 1957, 
44 ml. of suspension was injected by percutaneous aortic 
puncture. Patient died from retroperitoneal haemorrhage 


after completion of this operation. 


1. Lorenz, E., Uphoff, D., Reid, T. R., Shelton, E. J. Nat. Cancer Inst. 
1951, 12, 197 

2. Porter, K. A. Brit. ¥. exp. Path, 1957, 38, 401. 

3. Thomas, E. D., Lochte, H. L., Jr., Wan Ching Lu, Ferrebee, J. W. 
New Engl. J. Med. 1957, 257, 491. 


Case 4.—A woman, aged 66, with advanced lymphatic 
leukemia had her pelvis irradiated to a skin dose of 2500r. 
Puncture of an iliac crest immediately before infusion showed 
no nucleated red blood-cells. On Aug. 13, 1957, 47 ml. of 
suspension was injected by catheterisation of a femoral artery 
at the level of L2. The patient tolerated this well and showed 
considerable clinical improvement. A month later nucleated 
red cells were readily seen in the iliac-crest marrow obtained 
by puncture. This patient is still alive, and the procedure 
appeared to improve her general condition very greatly. This 
patient is still alive (Jan. 9, 1958) and is in fair general health. 
Her leukemic condition is unchanged. 

Case 5.—A man, aged 67, with aplastic anemia had been 
successfully irradiated for carcinoma of the larynx. His pelvis 
and upper femora were irradiated to a dose of 2800r (skin dose). 
This was followed by 15 mg. of nitrogen mustard (‘ HN2 ’) 
as a single injection 48 hours before the infusion of marrow. 
This was to depress further the reticuloendothelial system. 
On Oct. 10, 1957, 48 ml. of suspension was injected by 
catheterisation of a femoral artery. This man feels better for 
the procedure. The white-cell count, which previously was 
500 per c.mm., is now 1000-1500 per c.mm. A comparison of 
sternal and iliac marrow taken at the same time a month later 
shows more nucleated red cells (18-8°%) in the iliac-crest 
specimen than in the sternum (9:2%). This patient died of 
bronchopneumonia on Dec. 9, 1957. s 

These results show that it is technically possible to 
inject marrow cells in man. It would be desirable to 
increase the amount injected. In this connection the use 
of marrow from ribs surgically excised for non-malignant 
conditions is being explored. In the two examples we 
have studied, suspensions containing more than 1-5 x 10° 
cells were readily obtained from each rib. 

In conclusion we wish to emphasise that this is purely 
preliminary work. 

We are grateful to Sir Stanford Cade. Mr. E. Stanley Lee, and 
Dr. C. J. Gavey for permission and encouragement to treat their 
cases, and to Dr. B. Strickland, of the radiodiagnostic department, 
for his invaluable assistance. 

J. G. HUMBLE 


C.V.O., M.R.C.S. 
Consultant Hamatologist 
K. A. NEWTON 
M.R.C.P., F.F.R. 


Westminster Hospital, 
Consultant Radiotherapist 


London, S.W.1 





Medical Societies 


MANCHESTER MEDICAL SOCIETY 
Growth of Viruses 

AT a meeting of the section of pathology on Dec. 11, 
Prof. H. B. MAITLAND said that the mechanism of repro- 
duction of bacteriophage had been taken as a prototype 
of virus reproduction in general. The desoxyribonucleic 
acid (D.N.A.) of the phage alone entered the bacterial 
cell and determined the synthesis of phage D.N.A. and 
protein, which were organised at a later stage into 
morphologically mature phage particles. These particles 
were released by bursting of the bacterium. During the 
earlier part of the process of réproduction no infective 
phage was found in the cell, and this period had been 
referred to as an “eclipse phase’’. 

The ribonucleic acid (R.N.A.) of tobacco-mosaic- 
disease virus played a similar role in the reproduction 
of this virus (T.M.v.). It determined the infective 
property of the virus and the nature of the lesions pro- 
duced. The 'R.N.A. of one strain had been combined in 
vitro with the protein of another to make a hybrid strain 
of T.M.V. virus. Plants infected with such hybrid strains 
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had symptoms characteristic of the strain, providing the 
R.N.A. and the new virus produced as a result of infection 
corresponded in every respect with the R.N.A.-donor 
strain; R.N.A. could be extracted from T.M.V.-diseased 
plant material and was itself infective, causing charac- 
teristic symptoms and the production of new complete 
virus. 

An alternative method of reproduction was by binary 
fission, as in bacteria and in certain rickettsie. The 
reproduction of animal viruses might be by binary fission, 
or it might be similar to bacteriophage with an eclipse 
phase as part of the process, but some intermediate form 
of reproduction might exist. 

The psittacosis virus and other closely related viruses 
multiplied by developing large forms which increased 
in number by binary fission and later subdivided into the 
smaller bodies which were the naturally infective virus. 
Because of their method of division psittacosis and similar 


viruses were regarded as resembling the rickettsie rather 
than the viruses. 

The vaccinia virus representing the “ pox”’ group of 
viruses was next to the psittacosis group, and mor- 
phological studies of ultra-thin sections of infected tissue 
had not suggested reproduction by binary fission. Growth 
curves of vaccinia in the chorioallantoic membrane of 
the developing chick embryo, as well as in a number of 
systems of tissue and cells incubated in nutrient media in 
vitro, had been studied, but further work was -required 
to elucidate the mechanism of growth of vaccinia virus. 

Nucleic acid, which was itself capable of transferring 
infection to susceptible animals, could apparently be 
separated from tissue infected with meningoencephalitis 
virus and with eastern equine encephalomyelitis virus, 
and this seemed to bring these two animal viruses into 
line with bacteriophage and tobacco mosaic virus with 
regard to the role of nucleic acid in virus reproduction. 





Reviews of Books 





Rheumatoid Arthritis 

CHaRLES L. SHORT, M.D., WALTER BAUER, M.D., WILLIAM E. 

REYNOLDS, M.D. Cambridge, Massachusetts: Harvard Univer- 

sity Press. London: Oxford University Press. 1957. Pp. 480. 55s. 

Tus book is based on a study of 293 patients with rheuma- 
toid afthritis at the Massachusetts General Hospital, who have 
been followed for at least twenty years. Findings were recorded 
on a predetermined plan and according to presenting symptoms 
and signs (which are compared with those of a non-rheuma- 
toid control series). The patients’ subsequent histories are 
analysed in great detail. . 
Tracing the evolution of the concept of rheumatoid arthritis, 

Dr. Short and his colleagues show that most previous students 
of arthritis have failed to distinguish degenerative from 
rheumatoid joint disease in published series of patients. The 
authors set out their own criteria for diagnosis, and while they 
have undoubtedly avoided previous pitfalls, it is a weakness 
of their otherwise excellent analysis that they have included 
under the heading of rheumatoid arthritis 44 patients with 
spondylitis, as well as 10 with psoriasis and arthritis and 3 
with ulcerative colitis and arthritis. Most opinions (supported 
by the recent evidence of the specific agglutination tests for 
rheumatoid arthritis) would nowadays distinguish these 
conditions as separate diseases. Nevertheless this book is 
one of the most authoritative and comprehensive studies of 
rheumatoid arthritis yet published. It is in the highest tradi- 
tion of medical scholarship and will remain a standard work 
of reference for many years. 


Deafness, Mutism and Mental Deficiency in Children 
Louis MINSKI, M.D., F.R.C.P., D.P.M., consultant psychiatrist, 
Royal National Throat, Nose and Ear Hospital, London. 
London: Heinemann Medical Books. 1957. Pp. 82. 12s. 6d. 

THE difficulty of distinguishing between deafness and men- 
tal deficiency has only lately been appreciated. Many children 
whose disturbed behaviour had been attributed to mental 
deficiency have been discovered to be deaf and within the nor- 
mal range of intelligence. The child who is both partially deaf 
and mentally retarded is particularly hard to assess. For the 
past five years Dr. Minski has been able to study such problems 
in the research unit for children at Belmont Hospital, and this 
small book summarises his experience and opinions. 

He discusses the general aspects of the subject and gives the 
relevant clinical data, before describing the layout and staffing 
of the Belmont unit and the methods of assessment. Short 
notes follow on audiometry, electrophysiological methods of 
assessment, and psychological testing by the Drever-Collins 
and Merrill-Palmer tests. Although Dr. Minski is to be con- 





gratulated on drawing attention to the problem of the deaf 
who have been erroneously diagnosed as defective, he has by 
implication been of less service to the mental defective who is 
not deaf. Unfortunately in the first sentence of the first chap- 
ter he quotes the definition of the “feebleminded” child from 
the original Mental Deficiency Act of 1913, without reference 
to the amendments effected by the Education Act of 1944 
relating to the “educationally subnormal” child. It is also 
disappointing to those who are trying to improve the training 
of mentally defective children for a note on the dust cover to 
refer to such children as those “for whom nothing can be 
done.” 

It is to be hoped that Dr. Minski will, in a second edition, 
amplify his theme by a more detailed exposition of clinical 
matters relating to deafness and also put into better perspective 
the problem of the mentally defective child, especially since 
the publisher has abbreviated the title on the cover to Mental 
Deficiency in Children. 

An Introduction to Functional Anatomy 
Davin SINCLAIR, M.D., professor of anatomy, University of 
Western Australia. Oxford: Blackwell Scientific Publications. 
1957. Pp. 426. 42s. 

WHILE teaching at Oxford, Professor Sinclair lectured for 
some years at the Dorset House School of Occupational 
Therapy, and his new text is closely linked to the syllabus for 
occupational therapists, and for those with similar needs, 
such as physiotherapists. As is customary in such circumstances, 
anatomy and physiology are combined. 

Like all who attempt simultaneous description of structure 
and function, Professor Sinclair meets difficulties. But though 
his book may appear at first sight to be divided into a first 
part largely dealing -with function, and a final section actually 
entitled Topographic Anatomy, careful reading will show that 
in fact anatomy and physiology are far more closely inter- 
woven than is apparent from the table of contents. 

This bold attempt is on the whole successful. It is a pity 
though that the integration of the autonomic with the rest of 
the nervous system is not brought out more clearly. Some 
readers may wonder too whether the orthodox insistence on 
a primary protective function in the ribs is not medical rather 
than biological. The distinction is not made between primary 
cartilaginous joints and sutures, as growth mechanisms, and 
the true locomotor joints of the body. These are small 
criticisms, but in a book which in title puts the accent on 
function, such matters should be given more clarity than is 
usual in strictly anatomical texts. 

The book ends with an excellent glossary and ever a small 
bibliography. [Illustrations are simple but adequate. In all 
it is a most readable work, which deserves and can be recom- 
mended to a far wider circle of readers than the one to which 
it was immediately directed. 
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The Respiratory Muscles and the Mechanics of 

Breathing 

E. J. Moran CAMPBELL, M.D., PH.D., M.R.C.P., assistant, 
department of medicine, Middlesex Hospital, London. London: 
Lloyd-Luke. 1957. Pp. 131. 20s. 

Tuis is a useful account of what is known of the action of 
the individual respiratory muscles and of their patterns of 
organisation. 

The text is clear and without too much argumentation. 
Dr, Campbell freely admits that information is in places 
incomplete—for example, concerning the action of the internal 
intercostals. The arrangement of the last few chapters could 
perhaps be improved: it would surely be better to consider 
the force-volume diagram before considering what limits 
inspiratory and expiratory efforts. This would have revealed 
that the argument offered in favour of reflex limitation is largely 
circular. 

We particularly hope that those concerned with the instruc- 
tion of physiotherapists will read this book. Its guidance should 
help to remove much of the faulty thinking about breathing 
exercises that is at present so common. 


Introduction to Anesthesia 
The Principles of Safe Practice. R. D. DRIPPS, M.D., professor 
and chairman, department of anesthesiology, University of 
Pennsylvania; J. E. ECKENHOFF, M.D., professor of anesthesia, 
University of Pennsylvania; L. D. VANDAM, M.D., clinical pro- 
fessor of anesthesia, Harvard Medical School. Philadelphia 
and London: W. B. Saunders. 1957. Pp. 266, 33s. 


THE appearance in recent years of many good monographs 
on particular aspects of anesthesia has tended to detract from 
the value of more general books. It is satisfying, therefore, to 
welcome a book in which the fundamentals of anesthesia are 
outlined in an intelligent way that will appeal to many readers. 
Precept and practice, especially at an elementary level, are apt 
to make dull reading, but Dr. Dripps and his colleagues have 
managed to blend them with a large amount of up-to-date 
and objective information. This is not in any sense a compre- 
hensive textbook, nor is it intended to be, since such subjects 
as hypothermia and induced hypotension are omitted, but it 
is one of the best introductions to the subject yet published. 
British anesthetists will find that its contents generally match 
the pattern of accepted teaching in this country. 


Traquair’s Clinical Perimetry (7th ed. London: Henry 
Kimpton. 1957. Pp. 333. 60s.).—Prof. G. I. Scott is to be 
congratulated on the added clarity which his judicious prun- 
ing has introduced into the text of this universally accepted 
guide to the technique of perimetry and the interpretation of 
defects of the visual fields. Some simplification of the early 
chapters on perimetric instruments and methods of examina- 
tion has been achieved and will be especially valuable to those 
learning the art of quantitative perimetry. Of necessity, this 
leads to dogmatism in such matters as test objects and fixation 
devices ; and though it would not command general agreement, 
the account of the Edinburgh technique is a useful guide. The 
fuller discussion of the applied anatomy of the visual pathways 
is welcome, and it is to be hoped that increasing knowledge— 
e.g., of the blood-supply of the optic nerve and chiasma—will 
enable this policy to be continued in later editions to include 
such fundamental data in even greater detail. The expansion 
and rearrangement of the section on optic-nerve lesions is 
also an attractive change. It now presents a clearer picture of 
the characteristic field changes in known types of optic-nerve 
disease and adds to these certain new lesions which recent 
reports have incriminated as responsible for optic atrophy. 
The decreasing clinical significance of tobacco amblyopia may 
not warrant so long a discussion. Now that the importance of 
optic-nerve disease as a blinding lesion is beginning to apn 4 
however, this chapter is of special value. 


Medical Jurisprudence and Toxicology. (10th ed. 
Edinburgh and London: E. & S. Livingstone. 1957. Pp. 720. 
47s. 6d.).—The new edition of Prof. John Glaister’s famous 
Scottish textbook needs no introduction, for there can be few 
doctors who have not at some time turned to it for guidance. 
It is essentially a book of reference covering the whole of 
forensic medicine and toxicology. Since the last edition in 
1950 several Acts of medicolegal importance, including the 
Homicide Act, Medical Act, and Sexual Offences Act, all of 
1956, have appeared, and these are referred to in the text. 
The section dealing with the Poison Laws has also been 
revised in the light of fresh legislation. 

This new edition, revised in collaboration with Dr. Edgar 
Rentoul, lecturer in forensic medicine at Glasgow University, 
maintains the traditional high standard of medicolegal exposi- 
tion which -has always been associated with its predecessors, 
and is an essential textbook for those who practise and teach 
the subject, both north and south of the border. 





New Inventions 





NEW BRONCHUS CLAMPS 


None of the established types of bronchus clamps tried by 
me over many years has been satisfactory. All permit the 





bronchus to slip when under tension, except the spiked ones, 
and these are dangerous and often difficult to apply. They are 
all also too thick in the blade for lobectomy and segmental 
resection because they leave an inadequate stump for suture. 
Usually the angle of the blades on the handles is too obtuse 


.except for pneumonectomy, and the long nose of the blades 


tends to catch the major blood-vessels in the lung hilum. 

The principle of the Potts clamp with 
its multiple fine teeth enables these objec- 
tions to be overcome. Therefore I have 
designed a set of three bronchus clamps, 
suitable in’size and angle for pneumonec- 
tomy, lobectomy, and segmental resec- 
tion. 

These have been made for me by the 
Genito - Urinary Manufacturing Com- 
pany, London, and for eighteen months I 
have used them only and with complete 
satisfaction. They are light, are easy to 
handle and apply, take up little room in 
the lung root, and do not slip. Being non- 
crushing, they have occasionally been 
applied deliberately to the proximal cut 
bronchus without prevention of its sub- 


sequent healing. 


Wolverhampton 


E. G. DoLTon 
M.B. Lond., F.R.C.S. 
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MINADE ps MINERAL-VITAMIN TONIC 


TRADE MARK 





Composed of vitamins A and D, iron, copper and glycerophosphates of calcium, potassium, sodium and manganese. 


In 6 fl. oz., 12 fl. oz., bottles and 80-0z. winchesters 
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The new 
complete treatment 
for migraine 


ORGRAINE 


Composition (per tz Action 
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In a recent clinical article (J.A.M.A., 1957, 163, I115) it was 
stated that in a series of 2,511 cases in which 28 agents were 
tested in the symptomatic treatment of migraine, ergotamine 
tartrate was proved to be the most useful drug—and 81% of 
the patients showed improvement when ergotamine tartrate 
and caffeine were compounded with belladonna alkaloids. 


Orgraine applies the same successful principles of treatment. 


PACKS : Tablets individually foil-stripped, 
in boxes of 10 and 100. 





RGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE + LANCASTER PLACE - LONDON W.C.2 
Telephone : TEMp!e Bar 6785/6/7, 0251/2 /3, 1942/3. Telegrams : Menformon, Rand, London 
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Diagnosis of Myocardial Infarction 


Most of us no doubt cherish the belief that our own 
diagnoses are usually right: if the truth were known, dis- 
illusionment might follow. In a recent analysis, for 
example, PATON! found a remarkably low level of 
accuracy in the clinical diagnosis of myocardial infarc- 
tion, a common condition in which the clinical picture 
and electrocardiographic changes often leave little room 
for doubt. He analysed data from 266 postmortem 
examinations in a large teaching hospital during a period 
of two years. The results fell into three groups—those 
in which the diagnosis of myocardial infarction was 
confirmed, those in which it was disproved, and lastly 
a group in which death was due to myocardial infarc- 
tion after some other diagnosis had been made. The 
clinical diagnosis of infarction was correct in only 
118 (54°) out of 214 cases, and in a further 52 the 
diagnosis was not made before death. These bare 
figures give a misleading impression, since death was 
often sudden and the diagnosis little more than a 
guess based on probability. In these circumstances 
death was often wrongly attributed to pulmonary 
embolism. Profound shock, obscuring the clinical 
picture, accounted for the wrong diagnosis of 13 cases 
of pneumonia in which the patient died shortly after 
admission. Similarly, 12 patients who collapsed soon 
after surgical operations were thought to have myo- 
cardial infarcts, but in fact many died from haemorrhage 
and in others no obvious cause could be found. 
Besides pulmonary embolism, many of the diagnostic 
pitfalls of the textbooks were evident. Rupture or 
dissection of the aorta was unsuspected in 7 patients, 
and once wrongly diagnosed during life. Only 2 
abdominal emergencies were mistakenly thought to 
be examples of myocardial infarction. If profound 
collapse can obscure the clinical picture, cardiac 
failure, either left ventricular or congestive, can 
certainly do so, and patients who present in this way 
often have no pain.” PaToN found 15 such patients 
in whom the diagnosis was missed, and he rightly 
emphasises that cardiac failure is not a diagnosis by 
itself, and that myocardial infarction should always be 
suspected in the absence of any other cause. 

Electrocardiography is an extremely accurate guide 
in the diagnosis of myocardial infarction, and it is 
now usually agreed that a 12-lead electrocardiogram 
does not remain normal after acute infarction *: in case 
of doubt it should be repeated. But, although abnormal, 
the electrocardiogram may not be characteristic, and 
previous infarction, bundle-branch block, or a left 
ventricular “ strain ” . pattern may all mask recent 


. Paton, | B. Cc. Amer. si Med. 1957, 23, 761. 
2 Parkinson, J., Bedford, D. E Lancet, 1928, i, 4. 
3. Wood, P. Disease of the Heart and Circulation. London, 1956. 





changes. Q waves may be absent unless the infarct 
is transmural, causing isolated T-wave changes to be 
labelled “‘ non-specific’. Though massive pulmonary 
embolism can simulate posterior infarction, the pattern 
shows significant points of difference.* In PATON’s 
series it seems clear that electrocardiograms suggestive 
of myocardial infarction or damage were often ignored, 
and it was the physician who was proved wrong. Only 
6 out of 97 electrocardiograms failed to show a recent 
infarct which was subsequently proved to exist, and 
3 of these in fact suggested ischemia. The remaining 
3 showed left bundle-branch block. This accuracy 
of electrocardiographic diagnosis confirms the findings 
of FarLey,* and ZrNN and Cossy.' By contrast, the 
Clinical diagnosis unaided by the electrocardiogram in 
37 cases of myocardial infarction was correct in only 
13 (35%). Here at least must we admit that machines 
are far less fallible than man. 

The ideal biochemical test for myocardial infarction 
does not exist. The sedimentation-rate is raised in over 
90°, of patients with recent myocardial damage, but 
so it is in a host of other conditions. PHEAR and 
STIRLAND ° found increased levels of C-reactive protein 
and plasma-fibrinogen in cardiac infarction, but normal 
levels in acute coronary insufficiency and severe angina. 
They regarded these two figures as sensitive indicators 
of muscle damage, and their estimation was relatively 
quick and simple. Unfortunately C-reactive protein and 
fibrinogen may also increase in various other conditions. 
The serum level of glutamic-oxalacetic-transaminase 
(S.G.0.T.) in myocardial infarction and ischemia has 
been extensively studied **: this enzyme is present in 
high concentration in heart muscle, and is released 
after infarction in amounts proportional to the damage. 
If damage to the liver, skeletal muscle, pancreas, and 
kidneys, all sources of the enzyme, can be excluded, 
high s.G.o.T. levels suggest myocardial infarction. The 
level rises within forty-eight hours and stays up for 
three or four days. Inflammatory conditions do not 
lead to an increase in S.G.0.T., except in severe rheu- 
matic carditis, and for some reason aspirin administra- 
tion may give a false result. It seems then that the 
S.G.0.T. level is the most sensitive and specific indicator 
of myocardial damage yet available, but clearly it has 
its drawbacks, like any other biochemical test. There 
has been some argument as to whether S.G.0.T. levels 
are raised in pulmonary embolism,’ and in acute 
coronary insufficiency, and it is important to establish 
the facts here. Estimation has hitherto been unsuit- 
able for routine work, but the newer colorimetric 
methods are proving quick and reliable.'"° While the 
electrocardiogram will usually provide the answer, it 
seems reasonable to hope that S.G.0.T. estimation may 
prove a valuable aid when the findings are equivocal. 


Failey, R. V. Amer. J. med. Sci. soe 217, 283. 
Zinn, W. J., Cosby, R. S. Amer. 7. Med. 1950, 8, 177. 
. Phear, D., Stirland, S. cane 1957, ii, 270. 
F a j L., McAuley, C. B., Marti in, H. E., Ware, A. G., ce 
et hm med. Ass. 1956, 161, 614; see = eg 1956, ii 
See also Baron, D. N., Bell, J., Oakley, C. "ibid. p. 896 
. La Due, J. S. 7. ‘Amer. med. Ass. 1957, 165, 1776. 
Nydick, I., Tang, J., Stollerman, G. H., Wroblewski, F., La Due, J. S. 
Circulation. 1955, 12, 795. 
10. Umbreit, W. W., Kingsley, G. R., Schaffert, R. R., Siplet, H. ¥. Lab. 
clin. Med. 1957, 49, 454. 
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Suburban Neurosis Up to Date 


Ir is now nearly twenty years since TAYLOR?! 
described in our columns a condition which he called 
“‘ suburban neurosis”. He was writing about life in the 
new housing estates which had sprung up round our 
great cities. In these estates—sometimes jerry-built and 
almost always devoid of social amenities—it was con- 
sidered correct to keep oneself to oneself. The one-child 
family and the baby car represented the height of 
ambition; and, though physical health was compara- 
tively good, many of the people had anxiety states, often 
with hysterical features and reactive depression, which 
TAYLOR attributed to boredom, loneliness, and a false 
set of values. One of the happier results of the 1939-45 
war, and particularly the continuing threat of air-raids, 
was to build a new community life in such places. Fire- 
watching, the Women’s Voluntary Services, evacuation, 
and many forms of mutual help broke down the previous 
social isolation, and the prevalence of neurotic illness 
declined spectacularly. Afterwards there was some 
slipping back, but the social isolation of the inter-war 
years has not been fully restored. 

Since the war, the emphasis. of building development 
has changed. Green belts of a sort have been established 
around the cities, and instead of the speculative hire- 
purchase estates we have had huge blocks of municipal 
flats, large out-county municipal estates, and the new 
towns. (Only within the past three years has speculative 
building recommenced, and its scale is much smaller 
than before.) Though redevelopment in municipal flats 
has had its social difficulties, old ties of friendship and 
kinship have not been broken, as must happen when a 
family moves right out of the city. In the new towns, 
industry and homes have moved out together, and 
imaginative social provision has done much to reduce the 
risk of neurotic reactions in a new environment—though 
the combination of high rents, hire-purchase payments 
for furniture, and rapidly increasing families often leads 
to justifiable financial anxiety.?, The out-county munici- 
pal estates, however, have long been suspected of partly 
repeating the story of the pre-war speculative estates. 
Great working-class populations were translated to new 
homes in country suburbs; and, though the standards of 
housing were admirable, social provision was at first very 
meagre: the great majority of the wage-earners con- 
tinued to earn their living in London, while the women 
tended to follow the obsolescent middle-class pattern of 
social isolation as a standard of respectability. Hence it 
was good that a team from what was then Prof. J. M. 
MACKINTOSH’s department at the London School of 
Hygiene should decide to make a detailed study of what 
was going on in one of these out-county estates to the 
north of London. Two reports of this team’s work 
appeared last year,* * and a third, by MARTIN, BROTHER- 
STON, and CuHave,® deals with the incidence of neurotic 
and psychotic illness. 


. Taylor, S. Lancet, 1938, i, 759. 

Taylor, C., et al. io 1955, ii, 863. 

Brotherston, J. H. F., Chave, S. P. W. Brit. J. prev. soc. Med. 1956, 
D 


. Maule, H. G., Martin, F. M. Advanc. Sci. 1956, 12, 443, 448. 
a 15M: Brotherston, J. H. F., Chave, S. P. W. Brit. J. prev. soc. 
e 9 


ve We 


- 


Four sources of information were tapped—mental- 
hospital admissions, referrals to psychiatric outpatient 
clinics, general-practitioner consultations, and the 
results of a direct-interview survey. Between 1949 and 
1954, there were 129 admissions to mental hospitals 
from the estate, giving a rate slightly more than 50% 
above what would be expected from national figures. 
Admissions for neuroses were twice the national rate, 
with neurotic reactive depression among females pre- 
dominating. On the other hand, the discharge-rate was 
high, and the average period in hospital short. Psychiatric 
outpatient referrals did not differ markedly from the 
national average, but were twice as numerous as in 
neighbouring areas served by the same hospitals. During 
1953, all the doctors in general practice on the estate 
maintained records of all their consultations, and the 
following table shows the number of patients consulting 
them for various complaints (per 1000 registered popula- 
tion) set alongside “ expected ” figures: 


Expected estate 


Diagnosis = apaee figure on 
, natignal basis 
Psychosis .. F re. sis 3-0 1-0 
Anxiety neurosis . = > 23°4 11-8 
Disturbances of sleep ds a 25°6 6:3 
Anorexia .. cs a 9-7 2-1 
Palpitations a 1-1 0-2 
Debility and undue fatigue — 50-9 13-3 
“ Depressed” or depression .. 7-0 33 
Headache . ‘t 29-6 10-0 
Urticaria and allergic rash ma 248 19-5 
Duodenal ulcer .. ia sf 10-2 3-9 
Asthma .. 12-1 76 


The direct-interview survey showed that the self- 
estimate of “ nerves” on the estate was 223 per 1000 
adults, compared with the national figure of 126 obtained 
by the Social Survey of Sickness.* Complaints of 
neurotic symptoms were higher among those who had 
lived on the estate for two years or less than among those 
who had been there for three to six years; but even the 
oldest inhabitants had rates far above the national 
figures. Admittedly, rehousing on an out-county estate 
is partly determined by medical certificate; but a 
psychiatric or quasipsychiatric diagnosis had been sub- 
mitted for only 2° of men and 8°/ of women, and these 
can account for only a small part of the excess of neurotic 
illness encountered. 

Here, then, is the suburban neurosis presenting itself 
again, and probably for much the same reasons. As 
Professor BROTHERSTON and his colleagues remark, each 
family “ keeping itself to itself” generates a degree of 
loneliness and social isolation inconsistent with good 
mental health. The findings at direct interview and the 
statistics for juvenile delinquency suggest that, with ume, 
there is a slow improvement; but the picture remains 
a sad one. Physical planning on the out-county estates 
appears to be out of step with social planning, and 
rehousing has improved physical environment at the cost 
of mental wellbeing. There is reason to think that in the 
new towns the lessons of the past have been learnt and 
applied. Precise statistical evidence has yet to be col- 
lected, but we agree that “ comparable studies of mental 
health problems in New Towns . . . would be especially 


6. Stocks, P. Studies of Medical and Population Subjects, no. 2. H.M. 
Stationery Office, 1949. 
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illuminating”. The present study supports the view that 
social environment affects the prevalence not only of 
neurotic but also of psychotic illness; and, if this is so, 
the future of preventive psychiatry will lie as much in 
social planning as in early diagnosis and treatment. A 
few thousands of pounds spent on social amenities and 
social development may save hundreds of thousands 
used on therapeutic services or wasted in labour lost. 


Artificial Insemination 


ARTIFICIAL insemination of livestock is now widely 
practised, and its techniques are both simple and 
reliable. There are few practical difficulties in carrying 
out the same process in human beings; and most of what 
has been written on this subject turns on the desirability 
of doing so. In a new review ' of the human applications 
of the method, a Dutch obstetrician and gynzcologist 
deals with both types of insemination now in use—from 
the husband and from a donor or donors. He discusses 
techniques, but he is more closely concerned with far 
more contentious matters. Few biological discoveries 
trespass on sO many sensitive aréas of human belief, 
and the body of resulting comment—legal, religious, 
and ethical—is the main topic of Dr. SCHELLEN’s 
review. For some commentators every stage of the 
process, from the manner of collecting semen and the 
desirability of paying the donor to the risk of inadvertent 
marriage between siblings, is of immediate and serious 
moral importance. Others are more preoccupied with 
the effects on parents, child, and doctor of granting or 
refusing a request for donor insemination. In the dis- 
cussion of these possible effects, rationalisation often 
plays a recognisable part. SCHELLEN does not wholly 
escape the charge of special pleading in his chairmanship 
of the debate, and his parti pris, although evident, is 
overtly declared only in his last few pages. But his book 
is a fascinating study of the social anthropology of 
human opinion. 

Such an alarming battery of theological, moral, 
magical, psychological, and admonitory comment is 
likely, thus presented, to deter any cautious doctor from 
involving himself, at least in donor insemination; and 
the deterrent action was perhaps SCHELLEN’s aim. Many 
whose ethics are based on similar religious belief may 
well agree with his assessment and emphasis. To others, 
it may seem that patients seeking medical help in their 
desire for children are less. agitated by scruple over 
details of procedure than are their spiritual mentors. At 
the same time, the possibility of all kinds of trouble 
arising from donor insemination must be evident to all 
but the blindly sanguine. SCHELLEN quotes many such 
forebodings; the actual failures he mentions are largely 
anecdotal. But his book poses once more one of 
the central questions of medical ethics—how the 
moral and religious opinions of the doctor and his 
patient should determine the advice given in matters 
of conduct. 


1. Artificial Insemination in the Human. By A. M. C. H. ‘SCHELLEN, M.D., 








seuldent +. the department of obstetrics and gy 
oo Pp. So. 


ag New York: Elsevier. London: cote 


He offers only conjecture on the motives which lead 
patients to request donor insemination. These are 
important and probably diverse: it would be possible 
to take the extreme position that well-adjusted patients 
will not require donor insemination, and the ill-adjusted 
may be harmed by it; such a view leads, at least, to 
dignified inactivity. Some doctors believe that donor 
insemination has a valid place in medical practice, and 
meets both a demand and a right. There are those who 
would no doubt agree with GUTTMACHER,? both in his 
summary handling of the theologians and in his general 
advice—that the doctor should act on his judgment and 
knowledge of the patient, with privacy and: without 
formality of any kind, avoiding the formidable legal 
instruments prepared by some authorities bent on self- 
protection, refusing high fees, and “ putting the name 
of the husband as father on the appropriate forms—a 
white lie here is a humane, friendly deed”. At the 
opposite extreme, there is anxious debate whether a 
donor who accepts payment is morally fit for fatherhood, 
or whether he is entitled to demand it for “a service 
more distasteful than that of a blood donor”. Even 
the use of the husband’s semen gives rise to heart- 
searching in’ some places. Every approach, from an 
ingenuity of scruple worthy of Hudibras to frank 
commercialism, is cited in SCHELLEN’s collection: the 
only criticism’ of its scope is that this citation of 
extremes leads to an under-representation of more 
moderate judgments. 

Since many critics of artificial insemination base their 
objection, at least in part, on genetic and psychological 
risks, it is unfortunate that we have here no follow-up 
studies of couples who have borne a child in this way, 
and no serious discussion of the biological implications 
in terms of modern genetics. Evidence of this kind 
might form a more manageable basis for advice than 
appeals to general, or even infallible, moralities. The 
genetic comment is uncritical, both in exaggerating by 
implication the physical consequences of accidental 
endogamy, and in accepting anecdote—about supposed 
man-ape hybridisation, for example. There are those 
who will read Dr. SCHELLEN with irritation; but the 
human anxieties he writes of are real and deepseated, 
even when unspoken. Mountains of this kind have to be 
scaled by the patient, even when they have been made 
from what, to the unconvinced sceptic, appear to be 
ethical molehills. Some of the instances of medical 
insensitivity to which SCHELLEN refers are warnings 
against overconfidence and undue persuasion. 


Eradication of Malaria 


Ma tarRIA eradication, though known to be feasible, might 
have been pursued only exceptionally but for the fear that, 
owing to the growth of anopheline resistance, control by means 
of residual insecticides could not be maintained permanently. 
The W.H.O. Expert Committee on Malaria, in recommending 
eradication,’ points to its social and economic advantages, and 
remarks that it needs special finance for a limited time only. 
Moreover, in achieving eradication a government gains an 
asset in well-trained staff available for other services. 





2. 2nd American Congress of the Society for the Study of Sterility, 1942. 
3. Wid Hith Org. techn. Rep. Ser. 1957, no. 123, p. 5. 
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INFLUENCE OF ACID-BASE BALANCE ON THE 
ACTION OF DRUGS 

CHANGES in acid-base balance have long been known 
to influence both the therapeutic and toxic effects of sali- 
cylates. Administration of sodium bicarbonate reduces 
the toxicity and plasma level of salicylate +; and Smith 
et al.? showed that this was due to increased rate of 
excretion of salicylate in alkaline urine. The clearance of 
unconjugated salicylate is much lower than that of inulin 
in acid urine, but is higher in alkaline urine.* Hyper- 
ventilation and acetazolamide, both of which produce an 
alkaline urine, are as effective as sodium bicarbonate in 
increasing salicylate excretion.‘ Since acetazolamide 
produces systemic acidosis,® the increased salicylate 
excretion in alkaline urine ‘must be directly related to the 
urinary pH and not to change in systemic acid-base 
balance. 

More recently the excretion of two other important 
drugs, phenobarbitone and mecamylamine (‘ Inversine ’), 
has been shown to resemble that of salicylate. Pheno- 
barbitone, which is a weak acid, is excreted more rapidly 
when the urine is alkaline.* Barbitone itself, although 
also largely eliminated in the urine, is little affected by 
variation in acid-base balance. Mecamylamine, a weak 
base, is excreted more rapidly when the urine is acid.’—*® 
Other ganglion-blocking drugs, such as hexamethonium 
and pentolinium, are much stronger bases and are un- 
affected by acidosis or alkalosis. Many other weak bases, 
including mepacrine and chloroquine,’®™ procaine,’ 
and quinine," !° are excreted in the same way as meca- 
mylamine. Variation in excretion-rate in the case of 
the weak-base drugs is, however, of little importance 
since only a small proportion of any dose appears in the 
urine. Alkalinisation of the urine increases the hypoten- 
sive effect of mecamylamine,* * and reduces the toxicity 
of phenobarbitone and salicylate. Acidification of the 
urine by ingestion of ammonium chloride has the oppo- 
site effect. Treatment with sodium bicarbonate has been 
recommended both in salicylate *‘ and in phenobarbitone * 
poisoning. Other workers have recommended dialysis 
with the artificial kidney in salicylate ‘* and barbiturate ™ 
intoxication. Probably the ideal method of removing the 
drugs from the body in severe poisoning is a combination 
of the two methods. 

Variation in the rate of excretion of these drugs influ- 
ences the amount retained in the body, and therefore 
there is a gradual modification of their pharmacological 
effects. In contrast, sudden changes in systemic acid- 
base balance may rapidly alter the distribution of drugs 
within the body, while the total amount remains un- 
changed. This may be associated with corresponding 


. Smull, K., Ww ia, R., Leland, J. ¥. Amer med. Ass. 1944, 125, 1173. 
L ant a ) leason, H. L., Stoll; Cc. G., Ogorzalek, S. ¥. Pharmacol. 
pe Sane) og B., Yu, T. F., Sirota, J. H. ¥. clin. Invest. 1955, 34, 711. 
Mac herson, C. R., Milne, M. D., Evans, B. M. Brit. ¥. Pharmacol. 
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change in their specific action. Respiratory acidosis 
induced by breathing 10% CO, increases the plasma 
levels of the bases mepacrine and chloroquine '* and 
of mecamylamine,'’? but reduces those of the acids 
phenobarbitone * and thiopentone.'* Except in the case 
of thiopentone, this is associated with a reverse change 
in the intracellular concentration of the drugs. Thio- 
pentone is largely stored in adipose tissue, and in this 
case acidosis causes mobilisation of the drug from body 
fat.1* An increased plasma level caused by acid-base 
change increases the pharmacological effect of mecamy- 
lamine,'? but reduces that of phenobarbitone.* This 
observation may be of considerable practical importance 
during anzsthesia. 


VIRAL HEPATITIS 

VirRAL hepatitis remains common, and, though mortality 
rarely exceeds 0-2-0:'5%, the illness may be long and 
unpleasant and permanent hepatic damage the final result. 
Large epidemics are fortunately rare, but under conditions 
of war or civilian catastrophe big outbreaks have been 
common during the past two centuries. The disease 
has been intensely studied in recent years, and it was 
the subject of a symposium at the last annual meeting 
of the American Medical Association. Advances in treat- 
ment have unfortunately been trivial, but some progress 
in the understanding of ztiology and epidemiology has 
been achieved and was well reviewed at the symposium 
by Havens.'* 

The two varieties of the disease are distinguished 
mainly by the route of infection and the incubation period. 
The causal agent of the naturally acquired disease 
(infective hepatitis) can be demonstrated during the period 
of infectivity in the blood-stream as well as in naso- 
pharyngeal washings and in the feces. The second variety 
of the disease has been given the name “ homologous- 
serum jaundice” and the causal agent has been found 
only in the blood of patients and never in the pharynx 
or feces. This second variety is transmitted only as 
a result of artificial procedures—e.g., blood-transfusions 
or injections given with an imperfectly sterilised syringe. 
Transmission of infective hepatitis, on the other hand, 
is usually by close personal contact or by fecal con- 
tamination of food or water; but, since the virus is also 
present in the blood-stream at least for some days or 
weeks, it can also be transmitted in the same way as 
homologous-serum jaundice. 

The viruses responsible for these two diseases belong 
to the class of filter-passers, and they are both remarkably 
resistant to chemical and physical methods of sterilisation. 
The relationship between them remains an intriguing 
problem. The coincidence between outbreaks of hepatitis 
among patients attending venereal-disease clinics for 
arsenical therapy and the presence of an epidemic of 
infective hepatitis in the same locality suggested a close 
connection between the viruses.*° But the fairly consistent 
and striking difference between the incubation periods of 
the two forms of the disease and the difference in the 
distribution of viruses in the infected person rules out the 
possibility that the viruses are identical. This conclusion 
is firmly supported, moreover, by two further pieces of 


16. Jailer, J. W., Zubrod, C. G., Rosenfeld, M., Shannon, J. A. J. Phar- 
macoi. i948, 92, 345. 
17. Payne, J. P., ret 4 a Brit. ¥. Pharmacol. 1957, 12, 457. 
18. Brodie, B. B. , E. M., Lief, P. A., Bernstein, E., 
ovenstine, E. A. Ma"), Phorinace Pharinacel 1950, 98, 85. 
19. neon we P. ¥. Amer. med. Ass. 1957, 165, 1091. 
20. Ellis, F. P. ¥. Hyg., Camb. 1953, 51, 145. 
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evidence. Firstly, the agent of infective hepatitis confers 
a strong and lasting immunity against reinfection by 
infective hepatitis, without apparently enhancing the 
resistance to the serum jaundice. Secondly, an injection 
of normal adult human gamma-globulin gives considerable 
protection against infective hepatitis but is without demon- 
strable effect against the other form of the disease. Nor 
can these differences be entirely attributable to the 
different routes of infection, since parenteral transmission 
of infective hepatitis results in a disease with the charac- 
teristic short incubation period and the appearance of the 
virus in the throat and feces. The conclusion, therefore, 
that virus hepatitis may result from infection by either 
of two immunologically distinct agents seems well founded. 
Their usual mode of transmission is equally distinct and 
well established, and the prophylactic measures are plain. 
All that is required, therefore, to reduce the incidence of 
this disease is their widespread and meticulous applica- 
tion. As Dr. Morton remarks in a letter on p. 164, efficient 
syringe sterilisation and a scrupulous injection technique 
are more than ever important at present, when large 
programmes of prophylactic inoculation are about to be 
carried out. 


FAILURE TO GAIN WEIGHT IN INFANCY 


IN a recent symposium on the relationship between 
pediatric disorders and nutrition, Holt! discusses 
excessive loss of nitrogen from the body as a cause of 
failure to thrive in infancy. Cystic fibrosis of the pancreas 
is one condition in which there is abnormal fecal loss of 
nitrogen; and in malignant malnutrition, or kwashiorkor, 
this fecal loss is augmented by losses through the kidney. 
It seems likely that in kwashiorkor both digestive and 
tissue enzymes are deficient, so that much of what little 
nitrogen is absorbed cannot be used and escapes in the 
urine. Holt also draws attention to the need for caution 
in the treatment of patients with protein starvation. 
High levels of non-protein nitrogen have been found in 
the blood of patients with kwashiorkor who were taking 
protein by mouth,? and toxic effects have followed intra- 
venous feeding with hydrolysed protein or amino-acids. 

Careful investigation of most cases of ‘‘ marasmus ” 
will often reveal some obvious cause such as a congenital 
abnormality of the alimentary tract, heart, or nervous 
system, or perhaps an unsuspected infection. On the other 
hand; much elaborate effort may be needed to uncover 
certain metabolic anomalies. The symposium gives up-to- 
date information about such disorders as infantile renal 
acidosis, idiopathic hypercalcemia, and galactosemia, 
and refers to the various types of aminoaciduria. 
In these and allied disorders, the metabolic anomaly 
may exert its effect largely through impairment of 
appetite, and calorie losses in the excreta are unlikely to 
be large unless there is an accompanying glycosuria. __ 

Holt also refers to a further group of children in 
whom there is a discrepancy between the amount of food 
the child is thought to be taking and the amount he 
actually receives. The difference may be the result of 
inaccurate or careless preparation of feeds, rumination or 
unreported vomiting, or, on occasion, downright deceit. 
Such children are often said to be suffering from “ mis- 
management” or “ psychological upset”; and a spell 
under close observation in nursery or hospital may dis- 
close a steady weight gain even though the food intake 
is apparently no different from that given at home. 


‘1. Holt, L. E., Jr. Amer. J. clin. Nutr. 1957, 8, 500. 
2. Dean, R. F. A., Schwartz, R. Courrier, 1954, 4, 293. 





PRESSURE GROUPS 


Topay the words “ pressure group ” often drop off 
the journalist’s pen or the orator’s tongue; and to most 
readers and listeners they suggest yet another disagree- 
able development of the modern world. But this reaction 
is often unreasonable; for it is the name rather than the 
device that is novel. Runnymede, for instance, was the 
scene of one effective pressure group; and such reforms 
as the abolition of slavery, the Factory Acts, and (in more 
modern times) equal pay for women were all initiated 
by small groups of people, who, by exerting pressure, 
gradually brought the Government and the public round 
to their way of thinking. Nevertheless, though they can 
thus claim respectable ancestry and good service in the 
past, pressure groups, like other useful institutions, are 
changing with the changing times, and their new name 
is perhaps a sign of the community’s uneasy recognition 
of their growing importance and power. The part they 
are now playing in the political life of the nation is 
examined with discernment and tolerance in the current 
issue of the Political Quarterly,’ where the social scientist 
as well as the politician will find much of interest. 

As the machinery of government has changed, so have 
the methods of the pressure group. The Runnymede 
group was small, and its methods direct and swift; but ina 
parliamentary democracy they would be less effective. 
New means of communication and ease of transport have 
given the modern pressure group new opportunities, 
but literacy and universal suffrage mean that it must 
convince more people if the climate of opinion is to be 
altered. The multiplication of pressure groups has in 
part been fostered by the Government’s pervasion of the 
life of the citizen. To the courts of justice, the Army, 
and the Navy, for which the State has long been respon- 
sible, have been added such diverse enterprises as schools, 
roads, hospitals, pensions, mines, postal services, and 
museums, and each addition has provided a focus (or 
indeed foci) for several pressure groups. The Association 
of the ex-Bowmen of Agincourt, for instance, may have 
met annually on St. Crispin’s day; but, unlike the ex- 
Service associations of dur own time, it probably did not 
press the pension claims of its members. 

Among these new groups the most conspicuous are 
the innumerable vocational ones formed by workers, 
whether members of a profession, traders, or artisans; 
and Sir Winston Churchill, with his historian’s outlook, 
has perceptively described the trade unions as “ an estate 
of the realm”. While some of these are profoundly 
concerned with the public interest, others are concerned 
mainly or entirely with the interest of their members. 

Besides these, however, there are still the groups 
whose sole purpose is to work for a cause—the legalisa- 
tion of abortion or the abolition of capital punishment, 
to take two topical examples. True to their traditional 
pattern, most of these groups are small, with meagre 
funds; but their influence cannot be measured by their 
size or their finances, and it is largely through the kind 
of enlightened and disinterested pressure they exercise 
that so many wrongs have been righted by persuasion and 
that British history records so few revolutions. Unfor- 
tunately today the small ill-financed pressure group may 
be somewhat at a disadvantage, for publicity has become 
a more expensive commodity: to reach the public’s ear 
and eye usually costs money, while competition for the 
public’s mind and interest is keen. It is indeed perhaps 





1. Political Quarterly, January-March, 1958. 
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a sign of this competition that the Government are 
themselves beginning to use some of these groups as a 
means of exerting pressure on the public. The subsidies 
which they offer to bodies such as the Marriage Guidance 
Council and the National Association for Mental Health 
are too modest to sap independence, but here is a develop- 
ment which may well initiate yet another morphological 
type of pressure group. 

In many ways the growth of pressure groups, in 
number and influence, is a healthy sign: the device is 
one which can be used, with typical British economy, 
either as a spur or a bridle for the Government of the day. 
But with the shifting emphasis of these groups, their 
growing power, and the preoccupation of so many of 
them with the rights of limited sections of the com- 
munity rather than the propagation of ideas and prin- 
ciples, it is essential that the rights of those who are 
prevented from forming groups, whether by isolation, 
ill health, youth, or age, shall not be neglected. The 
best of our pressure groups have always been created for 
the protection of the weak; and, despite all the changes 
time brings, their true strength will probably always lie 
in their readiness to recognise where help is most needed. 


ATOMS, BRONCHITIS, AND CLEAN AIR 

THE Windscale accident drew public attention to the 
risks of the civil use of nuclear power; but these risks are 
at least foreseen, as the report of the Fleck Committee 
(summarised on p. 157) illustrates. To quote the medical 
officer of health for Wigan,' “ if the approach to the first 
industrial revolution had been as carefully and pains- 
takingly controlled as regards the possibilities of environ- 
mental hazards to mankind as is the approaching Atomic 
Age we should now be a much healthier nation ”’. 

Nuclear power may in due course help to remedy some 
defects by freeing us from the need to burn coal in great 
quantity and so lessening the damage, to ourselves and 
our buildings, that comes from air pollution. We may 
hope that, before very long, smoky grimy industrial 
towns, and their coughing citizens, will be as distant 
memories as the London cholera epidemics are now. 

Some measure of the havoc caused by the wastes 
poured into the atmosphere in industrial towns is given 
in a recent review of bronchitis in Salford.? In the years 
1946-55 the death-rate from bronchitis per 100,000 
population in England and Wales ranged from 55 to 84; 
in Salford the range was 114 to 178. (The death-rates 
from pneumonia, pulmonary tuberculosis, and lung 
cancer were all higher in that smoky city than in England 
and Wales, though the differences were less striking.) 
This implies that the death-rates from bronchitis are 
very high in Salford—not that they are low in England 
and Wales: in fact they are about 3 times those of Bel- 
gium, 6 times those of Germany, 15 times those of 
France and Scandinavia, and 36 times those of the 
United States. Chronic bronchitis may well now assume 
the mantle of the vanishing rickets and be called “ the 
English disease’. ‘“‘ Men in England awaking and clear- 
ing their bronchi before setting out to work make a fear- 
ful noise’’*; and in 1956, bronchitis accounted for 5-6°% of 
all the deaths in England and Wales (11-9°% in Salford). 
Moreover, it is the cause of about a tenth of all the days 


1. Hilditch, J. H. ane Report on the Health of the County Borough 
of Wigan for 19 

2. Hughes, H. F. Bronchitis: Review of the Incidence and Mortality in 
is? Pe of oe Health Department, 143, Regent Road, Salford, 5. 


3. Joules, H. ye 1956, ii, 1171. 


lost from work through illness; and it cost the National 
Insurance Fund £7%/, million in one year. 

Admittedly no certain link has been established 
between air pollution and bronchitis or other respiratory 
disease, but the epidemiological evidence is very strong.‘~’ 
Smoking aggravates bronchitis, and fog, temperature 
inversion, and influenza precipitate a rise in the number 
of deaths (the relationship with influenza epidemics may 
partly account for the tendency of the death-rate from 
bronchitis to rise and fall in alternate years). Clean air 
may come, one day, as a by-product, when nuclear fusion 
provides most of our power; but many years may slither 
away before then. To use the prospect as an excuse for 
inaction will cost very many lives and much misery. We 
may wish that our ancestors had not left us with such 
a legacy of inefficient smoke-emitting devices, but, to 
quote Dr. Hilditch ' again, ‘‘ we must make the best of 
the situation as it exists and improve our environment 
whenever and wherever we can.” 

The Clean Air Act lays on local authorities much 
responsibility for making these improvements, and we 
hope they will do more than they have yet done * to make 
use of their splendid opportunities of improvjng our 
health. The fact ? that the bronchitis death-rate in Japan 
fell from 44-8 per 100,000 in 1947 to 9-9 in 1955 is both 
an example of what can be achieved and a stimulus to 
inquiry as to how it was done. 


NINETY 

In deciding when to publish an article, we seldom 
make any serious effort to ensure that it shall appear on 
the author’s birthday. But we felt that an agreeable 
adventitious flavour would be given to Sir Leonard 
Rogers’ latest contribution if we kept it for this week. 
For he was born on Jan. 18, 1868. 

We must wait another ten years before asking Sir 
Leonard the routine question about the reason for his 
exceptional longevity; but the explanation certainly can- 
not be an inactive life. His astonishing output of original 
work comes of a combination of native wit with intense 
labour. His strenuous application to the matter in hand, 
from his earliest days in medicine, seems to have pre- 
served, instead of impairing, a youthfulness of mind 
which still enables him to rely on his remarkable memory 
for detail when he speaks, without notes, on medical sub- 
jects. Regarding him as a contemporary, we may find it 
hard to remember that this is the man who introduced 
emetine for amcebiasis, antimony for kala-azar, and chaul- 
moogra preparations for leprosy, and who revolutionised 
the treatment of cholera before he turned his mind to the 
forecasting and prevention of this devastating disease, on 
which he is again making important practical proposals. 
Because he is so keen, he has a persuasive habit which 
gained from many sources large funds for the Calcutta 
School of Tropical Medicine and later for BELRA—the 
British Empire Leprosy Relief Association. His work 
has been his passion, and his conversation, as eager and 
rapid as ever, is of his work, his ideas, and his sons. 
He speaks as he is, a leader of thought and action; but he 
is mever pompous, and his humour remains. He has 
enjoyed his life, as his autobiography Happy Toil makes 
very clear, and we wish him many more years in which 
he can use his genius to stimulate his juniors. 

4. “Report of the Committee on Air Pollution. H. M. Stati Stationery Office, 1954. 
5. Pemberton, J., p C. Brit. med. F. 1954, ii, 567. 


6. Daly, C. tid. p. 68 
7. Roberts, L., Batey, J. W. Lancet, 1957, i, 579. 
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. See ibid. Jan. 4,1 38, p. 57. 
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FORECASTING AND CONTROL OF CHOLERA 
EPIDEMICS IN SOUTH-EAST ASIA AND CHINA 
Sir LEONARD ROGERS 


K.C.S.1., C.LE., M.D. Lond., LL.D. Glasg., F.R.C.P., F.R.S. 
FORMERLY MAJOR-GENERAL, INDIAN MEDICAL SERVICE 


IN a recent paper (1957) I recorded a tenfold reduction 
in the cholera mortality during the decade 1946-55 in 
the extensive endemic area of Lower Bengal—the home 
of cholera—together with a forty fold to fifty fold reduc- 
tion in the more extensive epidemic areas of India, 
including the practical elimination of the disease in the 
Punjab and North-West Frontier provinces. 

This unprecedentedly rapid decline in cholera mor- 
tality coincided with the general adoption of my sugges- 
tion of 1926 and 1928 to inoculate compulsorily the 
20 million or so pilgrims, whom I had shown to have 
played a predominant part in disseminating cholera every 
year in epidemics over India, and in exceptionally bad 
years as pandemics over Asia and Europe, &c., during 
the 19th century. 

During the fifteen years 1941-55, abeut 300 million people 
were inoculated against the disease in India, but during the 
first five of these years the second world war led to shortage of 
food and famine conditions ; which are always accompanied by 
a greatly increased cholera incidence, due to widespread move- 
ments of the people in search of food. These circumstances 
prevented the full effects of the new plan of control being 
obtained during 1941-45. The continued use of the new 
measures during the decade 1946-55 doubtless had a cumula- 
tive effect. It should be noted that they have still to be tested 
after widespread failure of the monsoon rains, with inevitable 
increased cholera incidence (Rogers 1928, pp. 27-40). It is, 
however, a hopeful sign that after a failure of the north-east 
monsoon rains in the last quarter of 1936, the increase of 
cholera in South-East Madras was a comparatively mild one. 

The success of control measures in India led me to 
extend my epidemiological inquiries to the incidence of 
cholera during the first half of the present century in 
South-East Asia and China, in the hope of extending 
preventive measures over these areas. 

It was first necessary to establish the areas where the 
disease is endemic at all seasons of the year because the 


December, January, and February 0-405, 0-390, and 0-387 
respectively) are on the borderland of the critical point. 
Southernmost China thus corresponds to the eastern sub- 
Himalayan North-West province of India (Rogers 1928 map 
VIII, p. 222) in being a borderland area where cholera is reduced 
to very small proportions during the winter, but recrudesces 
in March with the rise of the absolute humidity to over 0-400. 
Later the cholera spread farther to the north-west with the 
rise of the absolute humidity to well over 0-400 just as it does 
over Central and Northern China in epidemic years. 

It was therefore necessary to study the annual incid- 
dence of cholera in South-East Asia, its possible connec- 
tion with the Bengal endemic area to the west, and the 
spread north over China in epidemic form. For that 
purpose thé available data from 1900 to 1955 have been 
collected, and the annual death-rates per 1000 are shown 
in the chart (fig. 2), so as to be comparable for India, 
Burma, Thailand, and Indo-China. The chart also shows 
the years in which epidemics of cholera spread over 
China, of severity graded 1, 11, or 11 (Wu Lien-Teh 1932). 

Grade 11 includes the most serious epidemics, in which the 
disease spread over nearly all China as far north as Manchuria 
and Korea. Grade-1 epidemics were limited to South China, 
and grade-11 were intermediate, with involvement of Central 
China and the Yangtse valley. In the remaining years there 
were no widespread outbreaks, and only a small mortality from 
the disease in the extreme south of China, bordering on the 
endemic area of Indo-China, and in ships coming from southern 
endemic areas. , 


The Spread of Cholera from India to Eastern Asia 


Before the data shown in the chart are considered, 
a brief summary must be given of the spread of cholera 
over Far East Asia in pandemics during the 19th and 
20th centuries. 


The earliest was recorded in the latter part of the 19th 
century by John Macpherson (1872). But the most striking 
was that of 1840-49, described by N. C. Macnamara in his 
classical History of Asiatic Cholera (1876), and illustrated by a 
map in my Cholera and its Treatment (Rogers 1911). Cholera 
was then carried by sea to China, and spread inland across 
Central Asia to reinvade the Punjab from the west and Upper 
Burma from the north, tontrary to the general rule. The 
1861-62 pandemic was'also carried by the sea route to overrun 

Since the endemic areas of Assam and Bengal are contiguous 
with Upper and Lower Burma respectively, we must study the 





monthly absolute humidity (i.e., the mean water- 
vapour pressure) does not fall below the critical 
minimal point of 0-400 in. Hg during the winter 
months, as I showed to be the case in India (Rogers 
1926, 1928). 


The table shows that in Burma, Thailand (Siam), and 
Indo-China the lowest early absolute humidities of 
January and February remain above 0-400; so these are 
endemic areas. Burma is continuous with the endemic 
areas of Assam and the eastern provinces of Greater 
Bengal, from which cholera epidemics spread yearly over 
North-West and Central India, coincidently with the 
spring rise of the monthly absolute humidity to well 
above 0-400. The combined endemic areas of Bengal 
and South-East Asia, as defined above, are indicated by 
the hatching in the map (fig. 1). 

On the other hand, China is a huge epidemic area in 
which the winter absolute humidities fall well below 
the critical line of 0-400 from November to March 
from the Yangtse valley northward, as shown by the 
monthly data of Shanghai near the mouth of the Yangtse 








yangtse - Kiang As E a 
3 P 
CHINA i 


EPIDEMIC AREA 











river. The readings for the southernmost part of 
China, as illustrated by those at Hong Kong (in 


Fig. 1.—Map of endemic and epidemic areas. 
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Rangoon (Burma) 0-576 0-618 0-704 0-803 0-900 | 0-905 0-900 | 0-900 0-900 0-898 0-780 | 0-622 
Bangkok (Thailand) 0-691 0-839 0-909 0-954 0-992 0-969 0-942 | 0-963 0-954 0915 | 0-851 0-688 
Hanoi (Indo-China) 0-413 0-499 0-561 0-747 907 | 0-977 0-977 1.022 0-918 | 0-726 | 0620 | 0-517 
Hong that Eni oS 0-390 0-387 0-493 0-620 0-785 0-886 0915 | 0915 | 0-842 0650 0493 | 0-405 
Shanghai ( 0-159 0-186 0-213 0-345 0-484 0-694 0-889 0-871 | 0-656 | 0449 +O310 | 0-224 
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annual medical reports of Burma for evidence of cholera spread- 
ing eastwards from India. This is limited by the absence of 
any good road or railway communications between Assam and 
Burma, to the north by a mountainous area blocking the east 
end of the Brahmaputra valley, and to the south from the 
Chittagong district of Eastern Bengal by hilly country. Never- 
theless a study of many annual medical reports of Burma 
reveals that some 300,000 labourers travel yearly to Lower 
Burma from Eastern Bengal, and they have been known to 
spread cholera during the spring rise in the incidence of the 
disease. Such outbreaks of cholera in Lower Burma should be 
controlled by the annual inoculation of such dangerous 
immigrants. 

Moreover, although pilgrim traffic is on a much smaller scale 
in Burma than in India, there are a number of yearly festivals 
at the Burmese pagodas attended by some 280,000 pilgrims, 
who have frequently spread cholera outbreaks. They also 
should undergo compulsory inoculation every year, in view of 
the striking success of that measure in India in recent years. 


Cholera Incidence and Meteorological Conditions 


The data shown in fig. 2, which include material fail- 
ures of the monsoon rains, must next be studied in the 
light of recent experience in India to ascertain whether 
epidemics of cholera in East Asia can be foreseen in time 
to allow of their being controlled by measures that proved 
effective in India. 


The upper section of the chart reveals six years in which 
cholera epidemics of grade m1 spread over China from the 
south as far north as Manchuria. The first of these epidemics, 
in 1902, originated in the great Indian epidemic of 1900, which, 
as usual, followed widespread failures of the south-west 
monsoon rains in June to October of the previous year. The 
recorded deaths from cholera in 1900 in India were 797,273, 
or 3°72-per 1,000 of the population. This epidemic involved 
Burma in the same year; during 1901 and 1902 it spread east- 
ward over Thailand and Indo-China, and was still prevalent 
in southernmost China in 1903. Hong Kong, the Straits 
Settlements, and the Philippine Islands were also involved. 





In the 1906-09 epidemic, India was involved in 1906-08, 
with cholera mortalities up to 1-43-1-68 per 1000, and China 
had grade-11 outbreaks in 1907 and 1908, culminating in a 
grade-111 one in 1909 extending as far north as Manchuria 
once more. Hong Kong, Singapore, and the Philippines were 
also involved. It is noteworthy that in China the 1907 summer 
monsoon rains were deficient—a shortage that almost always 
precedes cholera epidemics in India by resulting in scanty 
drinking-water supplies during the succeeding annual spring 
rise in cholera incidence. 

In the 1918-20 cholera epidemic India showed the high 
cholera mortalities of 2-35 and 2-40 per 1000 in the first two 
years. Burma had the high rate of 1:53 in 1919 and Thailand 
one of 1-13 per 1000, the highest of the past half-century, with 
10,277 deaths from cholera. In Indo-China the rate rose to 
0:27 per 1000, and a grade-111 epidemic once more spread 
north over Chind to reach Manchuria. it continted as a 
grade-11 outbreak in central and south China in 1920, and as 
grade 1 for the next two years in south China only, with absolute 
humidities of January and February of almost 0-400. 

The 1924-26 epidemic ran a very similar course to that of 
1918-20, for the cholera death-rate rose in 1924 in both India 
and Burma and was followed by increased prevalence in 
Thailand in 1925 and 1926 and in Indo-China in 1926 and 
1927, to reach the highest level in the series of years of 24,201 
deaths, 1:34 per 1000, in 1927. This epidemic culminated in 
a grade-11 epidemic in 1925 and a grade-111 one in 1926, reach- 
ing as far north as Manchuria. It was again aggravated by a 
water shortage; the annual rainfall in Shanghai in 1925 was 
13-85 in., or nearly a third of the normal. 

In 1932 another grade-111 epidemic affected China as far 
north as Manchuria, but was exceptional in not having been 
associated with high cholera prevalence in the countries to the 
south, except for a moderate rise of 1580 deaths, or 0-18 per 
1000, in contiguous Indo-China. However, Wu Lien-Teh (1932) 
records that the first cholera death of this year was on the 
unusually early date of April 26, and the outbreak at Shanghai, 
near the mouth of the Yangtse, spread to the south and also 
north to Manchuria. The disease must have reached the great 
port of Shanghai by the coastal route from the south, as it has 
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in the half-yearly reports of the medi- 
cal officers at the Treaty Ports of 
1870 to 1885, of which I have made 
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, notes. This serious epidemic involved 
4 23 provinces and 212 large cities, 
‘ but the actual number of deaths is 
not recorded. It was predisposed to 
by the low annual rainfall—a sixth 
below the average—and the occurrence 
of the first case as early as April indi- 
cates an early spring rise in the absolute 
humidity’ favourable to the early 
spread of the disease. These factors 
may account for the fact that there was 
an epidemic though Burma and 
Thailand had not shown any material 
increase of cholera in the previous year, 
as had preceded the previous grade-I1I 
Chinese epidemics already described. 
In the case’ of 1940-47 China epi- 
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demics shown in fig. 2, few data are 
available because the second world 
war had involved both Burma and 
China. This period was accompanied 
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by high cholera-rates in Burma in 1940 and 1941 and in India 
in 1941-45. In India famine conditions followed greatly 
increased prices of food; famine-stricken crowds wandered 
over the country. The lack of data for the cholera deaths in 
the war years is illustrated by breaks in the curves in the chart. 

The general conclusion is that cholera epidemics in 
China are essentially due to the spread of the disease 
from the endemic regions of Eastern Bengal, Burma, 
Thailand, and Indo-China (in years of increased preva- 
lence of the disease) across the southern border of China 
over greater or less areas of that vast country. 


Relation of Cholera Incidence in Burma to 
Meteorological Conditions 

The incidence of cholera in Burma from 1877 to 1922, 
in relation more particularly to rainfall, is dealt with in 
my memoir (Rogers, 1928, pp. 156-162). It is there 
recorded that in every one of the fifteen years in which 
the cholera incidence was 50°/, or more above the yearly 
average, the rainfall during the preceding south-west 
monsoon of June to September, or during the succeeding 
October to December, or during both periods, was seri- 
ously in defect. Tables (Rogers, 1928, pp. 147, 149, and 
151) show that the same relationship holds good in the 
adjacent endemic areas of Eastern*Bengal and Assam. In 
all these areas the minimum cholera season is during the 
abundant rains of the south-west monsoon—e.g., in 
Lower Bengal only 4° of the total annual cholera mor- 
tality is recorded at this season. Exactly the opposite is 
the case in the epidemic areas to the north-west and west 
of Bengal, with absolute humidities below the critical 
point of 0-400 in the cold-weather months. As. in the 
endemic areas of Lower Bengal and of Burma to Cochin- 
China, the absolute humidity during the cold-weather 
months never falls to the critical level. In these regions 
the annual rise in the cholera incidence starts in October 
to December, immediately after the cessation of the 
monsoon rains. Hence the early failure of the monsoon 
and of the rainfall of the last quarter of the year results 
in the early and continued rise of cholera incidence in 
October and November, with high total incidence in the 
twelve months from October onwards. Such years of 
high cholera incidence can thus be foreseen, though only 
very shortly before their occurrence. From the extensive 
endemic areas of Lower Bengal, Assam, and Burma to 
Cochin-China, the epidemics spread to the west of 
Bengal over the epidemic areas of India and from South- 
East Asia northward over China; but only with the rise 
of the absolute humidity to well above the critical point 
of 0-400 in March to May in India and from late April 
onwards in China, more particularly in the Central and 
Northern provinces. This allows ample time for large- 
scale preventive inoculations to be used to protect China 
from the spread of cholera from the endemic areas to the 
south. 


Recent Cholera Incidence in India, South-East Asia, 
and China 

The incidence of cholera has declined since 1947, 
with the exception of a rise in Burma in 1951 following 
deficient south-west monsoon rains. The great decline 
of the disease in India has been shown to be due to com- 
pulsory inoculations on a large scale, but this explanation 
does not apply to Burma, where the latest data from 
1947 to 1956 show an average of only 202,000 annual 
anti-cholera inoculations—very small figures in propor- 
tion to the population, as compared with those in India 


during the same period. Moreover, the data show clearly 
that in years of low cholera incidence in Burma the inocu- 
lations fell to an average of under 50,000; this indicates 
that the inoculations were used extensively during out- 
breaks only when it was too late to control them. 

On the other hand, recent years have shown an unusual 
number of good monsoon rains, unfavourable to enhanced 
cholera incidence, in both India and South-East Asia, 
which cannot be expected to continue much longer. More- 
over, my studies of all the available Indian data from 
1866, now extending over ninety years, show that very 
low cholera incidence in one year is liable to be f 
by high rates whenever deficient monsoon rains «fave 
a recrudescence of the disease; so preventive 
must be considered. 


Control of Cholera in the Endemic Areas with the 
Prevention of Spread over China 

All sanitarians will agree that the ultimate control of 
cholera depends on the provision of safe drinking-water 
to the million or so villages of India and probably still 
larger numbers in South-East Asia and China. The num- 
ber of decades—or should it be centuries ?—that will be 
needed for that purpose is anyone’s guess. Meantime the 
authorities should consider the application to Far East 
Asia of the large-scale compulsory inoculation measures 
that have already met with success in India. 

The principles of the new plan of control are simple, 
but their application will vary to some extent with local 
conditions. Thus in India the main task was the yearly 
inoculation of some twenty million pilgrims, who travel 
long distances through cholera-infected districts to attend 
religious festivals, become infected, and carry the disease 
back to their own villages. On the other hand, there is 
very little spread of cholera by coastal sea traffic, which is 
a feature of its extension into China from the south. All 
immigrants into China from the more southerly endemic 
areas should be inoculated against cholera at least a week 
before they are allowed to enter Chinese territories, pre- 
ferably before embarking for the journey. In the case of 
ocean-going steamships, this is probably already provided 
for. Its great value is demonstrated by the long established 
inoculation of vast numbers of pilgrims to Mecca, which 
has put a stop to the spread of pandemics by them to 
South-East Europe, which were a feature of the 19th 
century. A more difficult problem is presented by the 
extensive movements by coastal traffic of small vessels and 
by the large boating population in the estuaries of the 
great rivers of China. Quarantine measures have for long 
been in use in Chinese ports, and judging from recent 
Indian experience, the advantages of regular large-scale 
anti-cholera inoculations are very soon realised by the 
people and have even led to their clamouring to be 
inoculated against cholera before undertaking journeys in 
cholera-infected areas. This should obtain still more if it 
also avoids quarantine measures, which are far more 
unpopular. 

The appearance of cholera cases in vessels arriving in 
the more southern Chinese ports used to be a regular 
annual event, but the most serious epidemics have usually 
been due to overland spread in years of high cholera 
incidence in the endemic areas, as shown earlier. It is 
also on record that quarantine methods have always failed 
to avert such spread overland. The Chinese Government 
now have control of the northern portion of Indo-China; 
this will facilitate their control of the extension of cholera 
over southern China. But to avert the more serious 
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epidemic spread it will be necessary to keep a close watch 
on the development of high incidence of the disease in the 
cold-weather months, in Burma more especially, following 
deficient rainfalls during the preceding south-west mon- 
soon and autumn period. This can now be done, owing 
to issue in recent years of the weekly bulletins of epidemic 
diseases by the World Health Organisation. 

But to strike at the root of the problem it is essential 
that the endemic regions of Burma, Thailand, and Indo- 
China should adopt the successful Indian plan of enforcing 
compulsory inoculation every year of all pilgrims, immi- 
grants, and other travellers from without and within their 
territories. This measure will require about a decade to 
bring about its full effects. But success should result, not 
only in the control of serious outbreaks in the territories 
concerned, but also in the prevention, in future years with 
extensive failures of the summer monsoon rains, of the 
pandemic spread of cholera over both Asia and Europe. 
One more scourge of humanity will then have been 
brought under control by medical science. 


Conclusion 

The incidence of cholera during the last half-century 
in the endemic regions of South-East Asia, and its 
epidemic extension northwards over China, have been 
studied. The adoption is advised in Far East Asia of the 
large-scale compulsory inoculations, which have already 
greatly reduced cholera mortality in India during the past 
decade. 

I desire to acknowledge my great indebtedness to Sir Graham 
Sutton for supplying me with extensive meteorological data; to 
Dr. Wu Lien-Teh for the loan of his valuable papers on cholera in 
China, and to Dr. Charles Wilcocks and Mr. Cyril C. Barnard, 
both of the London School of Hygiene, for much help in obtaining 
literature on the subject. 
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MEDICAL PRACTICE IN A CHANGING 
SOCIETY * 


Sir FRANCIS FRASER 

M.A. Cantab., M.D., LL.D. Edin., F.R.C.P., F.R.C.P.E. 
PROFESSOR EMERITUS OF MEDICINE IN THE UNIVERSITY OF LONDON; 

DIRECTOR, BRITISH POSTGRADUATE MEDICAL FEDERATION 
New problems and new solutions are continually 
arising in our society. Nothing is static. Medical practice 
influences social conditions, and these in turn affect 

medical practice. 


Liberalism and Socialism 


In the past half-century, side by side with the advances 
of science and their effects on our way of life, there have 
been two less tangible developments which have directed 
the policies of government and of all who have power 
to influence our thoughts, our ethics, and our morals. 
These are the acceptance of liberalism—using that 
word in its widest sense—and the partial acceptance 
of socialism. 

By liberalism I understand the recognition of the value 
of the human personality—the belief that the individual 
human being should be free to exercise his peculiar 
abilities and energies, and that everybody has equal right 
to this freedom, regardless of social class or race. To put 
it shortly, liberalism insists on the brotherhood of man 
and is inspired by the Christian ethic. Not only has 
liberalism been accepted and cherished by this country, 
but it is generally accepted as the guiding principle of 
what we at present call Western culture. It is in no way 
a new principle, but it was not generally accepted fifty 
years ago. Today, though the best way and rate of imple- 
menting it is still a matter of debate, all three political 
parties in this country accept it without question. The 
educational reforms have been inspired by it ; the gradual 
narrowing of class distinctions is the result of it; and 
the gradual loss of the privileges of birth, and to some 
extent also of wealth, are the direct results of its 
acceptance. 


* From a Pfizer postgraduate lecture to the Glasgow faculty of the 
College of General Practitioners. 


In strong contrast to liberalism, with its insistence on 
the paramount importance of the individual, are the 
principles of socialism. These lay stress on the importance 
of the group, of the community, of the herd, and insist 
that the direction and control of our way of life should be 
in the hands of the community and ultimately of the 
State, the interest of the individual being secondary. The 
socialist idea has been partially accepted as essential for 
successful government in these times of intense economic 
competition between nations. Its progress is largely the 
outcome of the second world war when the best use of all 
our resources was a necessity, and centralised direction 
and control was the only means of coordinating effort. 
From these war experiences arise the almost obsessional 
clamour for planning, with the risk of totalitarianism and 
an oppressive bureaucracy. 

Between the doctrines of liberalism and socialism this 
country continues to compromise with its traditional 
skill. 

One present result is the Welfare State, with its National 
Health Service, retirement pensions, insurance against unem- 
ployment and accident, subsidised essential foodstuffs (especi- 
ally for pregnant mothers, infants, and schoolchildren), 
free education, holidays with pay, legal assistance, housing 
subsidies, and so on. And to pay for all this we have crippling 
death duties, supertax, and a very high rate of income-tax 
especially on unearned incomes, which have removed any 
lingering vestiges of the feudal system and have almost abol- 
ished the landed aristocracy. 


Science and Technology 


The most obvious effects of science and technology on 
our standard of living and way of life come from the 
application of metallurgy and chemistry and electronics 
in the factory and in the home. But perhaps the greatest 
influence on our lives has been the development of what 
are generically termed communications—facilities for 
more rapid travel; the telegraph, telephone, wireless, and 
television; the cinema and the daily press. Through the 
printed or the spoken word, by visual demonstration, or 
by seeing for himself, each of us is kept closely informed 
of what is happening in any part of the world, and these 
events crowd on us daily or hourly. A person can no 
longer confine his interests to his immediate surround- 
ings: no longer does his family and his work group provide 
him with all the incentives and reasons for his physical 
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and intellectual activities. Fifty years ago he was the 
member of a family and of a village community, or the 
citizen of a town; but now he is being gradually forced to 
see himself as a citizen of the world, who must share in the 
problems of his fellow men, no matter where they live 
or to what race they belong. The raw materials required 
in his work, essential for his continuous employment, 
may come from many countries and continents; and in 
order that the products of his work may be sold there must 
be not only a demand but also purchasing-power in 
countries that until recently he had never heard of. In 
the words of A. H. Compton, chancellor of Washington 
University in St. Louis : 

“One important change in our mode of life is that the contacts 
of person with person are becoming more frequent and more exten- 
sive. This growing interdependence is a part of the process of 
becoming more civilised. . . . At present we find ourselves becoming 
members of a world community. Thus the community to which one 
belongs is extending more and more widely until already in many of 
its aspects it embraces all of mankind.” ! 


The influence on our way of life of these ethical and 
political principles and of the discoveries of science has 
been great, and is still active. The conditions are con- 
stantly changing and there’ is no sign of any slowing of 
the rate of change—no indication that we are nearing a 
stage of stability and security. 


Changing Foundations of Medical Practice 


Science and technology have affected the practice of 
medicine as much as they have affected social conditions. 
There have been great advances in preventive medicine, 
in diagnostic accuracy, and in therapeutics, and the general 
picture of practice has changed both for the family doctor 
and for the specialist. 


More perhaps than any others, two advances are responsible 
for this change in the picture : one is the control of infections 
by means of the sulphonamide drugs and the antibiotics, and 
the other the increasing range of surgery, largely due to the 
dramatic improvements in anzsthesia. By control of infections 
and by successful surgery we can remove many of the basic 
causes of ill health or of death ; and this should, of course, 
always be our aim, though for most of our patients we still have 
to rely on the treatment of symptoms and any other aid we 
can offer while they recover their health and capacity, or fail 
to do so. 

Besides the advances that enable us to remove the causes of 
ill health, there are others that help us to control abnormal 
processes or so modify the symptoms of disease that our patients 
can more readily recover, or at least continue in gainful occupa- 
tion. In this category I need only mention the hypotensive 
drugs, the anticoagulants, the analgesics, hypnotics, sedatives, 
tranquillisers, and diuretics ; and we look forward to the further 
development of treatment by synthetic hormones. 

In diagnosis also, scientific advances have been impressive. 
The most important are the analyses of biochemical processes, 
in which the use of radioisotopes have proved a valuable tool. 
More obvious perhaps has been the development of radio- 
diagnosis to disclose the structural causes of disturbances of 
functions. The use of X rays and contrast media and of cardiac 
catheterisation allowing the clinician to define the lesions in 
diseases of the heart and circulation with the accuracy necessary 
for cardiac and vascular surgery, and similar developments in 
the diagnosis of diseases of the lungs and bronchi are essential 
to the increasing successes of thoracic surgery. Less dramatic 
perhaps, but no less intellectually satisfying are the advances 
being made by the hzmatologists. 


The use of the sciéntific method has made the practice 
of medicine—preventive, diagnostic, and therapeutic— 





1. Compton, A. H. Proc. roy. Instn G. B. 1955, 35, 788. 


become more precise. For many of our patients we can 
now do much more to save or prolong their lives or to 
help them to live with their abnormality. 

An analysis of clinical medicine stated by Wilfred 
Trotter some years ago is, I think, worth recalling at this 
time. He pointed out that clinical medicine includes an 
experimental science—a strictly scientific discipline— 
which requires that no conclusion be reached till the 
evidence is complete, but that for the most part the 
practice of medicine is composed of applied science, and 
a practical art. As I have indicated, the application of 
scientific discoveries to clinical medicine is a part of 
practice that is growing now at an increasing rate. But 
there remains the third constituent—the practical art by 
means of which we care for our individual patients, 
based on the experience of similar situations, on a culti- 
vated intelligence, and on a knowledge of human beings. 
For its successful exercise, it requires sympathy with 
human suffering. It is founded on the personality and 
character of the practitioner and it cannot be taught, 
though it can be greatly encouraged by the example of 
teachers and senior colleagues. The same now as it was 
in the days of Hippocrates, this personal component of 
clinical medicine will be required in the future as in the 
past. 


The individual and the Changing Society 

Much has been written of late years about the absence 
of real happiness, joy, and satisfaction among our people 
—in spite of the Welfare State, in spite of better physical 
health, in spite of all the labour-saving and increased 
leisure that applied science is giving us. From a variety 
of standpoints, the writers all agree that the situation is 
serious and that it results from the rapidity of the change 
in conditions of our society. They point out also that 
these changes and developments, in so far as they are the 
result of conscious design, are failing co produce the very 
benefits intended—namely, a fuller and a happier life for 
each individual. 

Man is the most highly developed member of the 
animal kingdom and it is his nature to be continually 
seeking outlets for his endeavours; he cannot remain 
static, but feels an urge to progress and to develop the 
potentialities of his personality. For this he needs free- 
dom. At the same time he is a social animal and can 
develop successfully and happily only in cooperation with 
other human beings, other personalities. He is assisted in 
this by the advances in science and technology which 
enable the life of each to become more closely identified 
with the life of mankind, but his ties to his family and to 
his local community have become looser. 

At the beginning of this century the codes of behaviour 
acquired in the family circle and later at school and else- 
where were based on a long tradition, in which religion 
and pride of place in the community played considerable 
parts. People looked forward to a life in which these 
foundations gave stability; their futures were relatively 
secure, and their relations with their fellows followed a 
recognised pattern. Wider educational horizons have 
shaken the trust of the adolescent in the values and 
traditions of the family. It has been pointed out that 
the parent-child conflict is intensified during periods of 
accelerated change, and as Eisenstadt ? puts it: 

“ The transition from family to total society is necessarily fraught 
with severe emotional difficulties, as it necessitates redefinition and 
transformation of the individual’s role expectations.” 


2. Eisenstadt, S. M. From Generation to Generation. London, 1956. 
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These emotional difficulties affect both the child and the 
parents. 

Instead of receiving their moral, ethical and behaviour 
values from the family and the local community, adoles- 
cents, and adults also, now get them from many different 
sources—trade-unions, the Press, wireless, cinema, age- 
groups, clubs, the Army, and so on. These present a 
great variety of experiences from many countries with 
various cultural standards and competing values, many of 
which cancel out each other; and man lacks the psycho- 
logical certainties of custom and precedent to guide and 
steady him. 

In his Diagnosis of our Time, Karl Mannheim * says: 

““ We should not forget that moral codes, like legal regulations, are 
devices for moulding human behaviour. If we have so far been able 
to do without institutionalized control in the moral field, this is 
mainly because the ethical standards of everyday life have been 
created for the most part by trial and error, and transmitted by 
anonymous tradition. But trial and error only work as long as social 
conditions favour unconscious selection: that is, as long as changes 
take place so gradually that unworkable norms are sloughed away in 
the course of time. This is not what is happening today. The speed 
of transformation is surely too great to permit unconscious experi- 
ment and selection. The individual is lost in an invisible society, and 
is too weak to invent new norms for himself. The result is 
moral chaos in which religious standards, family traditions and 
neighbourly ethics are losing ground without being replaced by other 
principles.” 
and again: 

“The most fruitful methodological device in science, namely to 
adjust if necessary our whole system of thought to the ever-broaden- 
ing sphere of experience, becomes when applied to human life and 
moral issues, the greatest predicament of modern man. By developing 
the same kind of dynamic rationality in the moral world, modern man 
tends to lose a firm basis on which to stand. Whereas in some 
prominent individuals this falling into the abyss of the self without 
reaching the bottom presents itself as a grandiose struggle, in the 
average man the very same dynamics lead to a frivolous attitude 
of believing in nothing and to an endless craving for new 
_ Sensations.” 

The average person, then, is suffering from the loss of 
the sense of security that arises in the absence of accepted 
standards of behaviour and of moral codes; but the chang- 
ing social conditions are interfering also with the human 
urge to assert his individuality and to contribute his own 
peculiar talents in cooperation with his fellows. Even a 
partial acceptance of the principles of socialism induces 
uniformity. Man is moulded to a pattern by the education 
in the local-authority school, and in his work he must 
conform to the dictates of his union, the decisions of which 
he may have little, if any, say in determining. Service 
with the Armed Forces emphasises the same trend. The 
more the central planners are able to regulate our 
lives, the fewer are the opportunities of men and 
women to develop their talents and personality, and to 
progress. ; 

Sir Alexander Gray ‘ has expressed this concisely: 

“... and Planning, as now understood, means among other things 
the removal from the decision of the individual or the electorate to 
the decision of the expert who is, by definition, always right ” 
and he concluded: 

“I suggest to you, hesitatingly and for your consideration, that 
the Welfare State, in its unbounded benevolence, may find itself 
driven to a degree of regimentation and control which would 
make it in essence a government at least mildly totalitarian in 
character.” 

Though adoption of the principles of liberalism and 
socialism, and the advances of science and technology, 


are bringing enormous improvements in man’s way of 
life and in the social conditions of this country, these are 
largely material and have been accompanied by a loss of 
stability and of the traditions that gave to each individual 
a sense of security. The average person feels frustration 
when hemmed in by regulations: he becomes restless and 
can find no outlet or relief. It becomes harder for him to 
cooperate with those with whom he is in contact in his 
work, and even in his home. These mental stresses so 
affect him that sooner or later his efficiency and his bodily 
health may suffer. Before long he seeks the help of his 
doctor. 


The Changing Practice of Medicine 


We saw how the advances of science have enabled us 
to be more precise and definite in the diagnosis of disease 
processes and to apply curative or corrective therapy to 
an increasing degree over a continually expanding field. 
It gives us intellectual satisfaction and professional confi- 
dence to be able to help those patients in whom the 
disturbance to health and well-being can be so dealt with. 
But perhaps we are, in consequence, less ready to spend 
our time and our energies on those patients whom we 
cannot help so directly, so dramatically. We may be 
tempted even to be less sympathetic towards them. It is 
disturbing to hear so often from members of the public 
** T didn’t tell the doctor about that, he seemed too busy ”’, 
or “ I told the doctor, but he paid no attention to that.” 

It is well to take for granted that every patient who decides 
to visit a doctor feels fear or apprehension in some degree. 
Only rarely is it fear of death, but usually there is fear 
about inability to hold down a job, or to manage the 
household, or to look after the children, or perhaps merely 
to get the best out of life; and the mother’s worry for a 
sick child can produce a strong and deep emotional upset. 
It is also a good rule in clinical medicine never to be 
satisfied with what has been done for a patient until the 
evidence is sufficient for a prognosis to be given, even if it 
would be unwise to state it. The prognosis is the answer 
to the question, often unspoken, “‘ What does this mean 
to me ?” or “ What does this mean to my child ?” 
Exclusion of organic disease does not in itself justify the 
diagnosis of a stress or psychogenic cause. If such a 
cause exists, the prognosis will depend on whether or not 
it can be eliminated or its effects modified, and for this 
to be possible it must be tracked down. No-one is more 
competent to do this than the family doctor with his 
previous knowledge of the patient, of the home, and of 
the other members of the family. Moreover, the therapy 
required for most of these patients needs no psychiatric 
specialist or expert training; common sense and a know- 
ledge of the family and their environmental conditions are 
more valuable, and above all human sympathy and a 
desire to help and serve our fellow human beings—the 
essence of the practical art of medicine. 

The obvious difficulty is, of course, that all this takes 
up precious time which the practitioner may feel would 
be better spent on patients suffering from more definite 
disease and for whom we can do something specific and 
up to date. But often more time can be found by better 
organisation of the work. 

For example, P. M. Higgins * describes how the institution 
of an appointments system and a shift system for himself and 
his four partners eased the pressure on their time and accom- 
modation. J. G. Ollerenshaw * shows how office work can be 





3. Mannheim, K. Diagnosis of our Time. London, 1943. 
4. Gray, A. Univ. Edinb. J. 1952, 16, 146. 


5. Higgins, P. M. Lancet, 1957, i, 680. 
6. Ollerenshaw, J. G. Med. World, 1957, 86, 251. 
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handed over to a receptionist and secretarial staff, and better 
use made of the services provided by the local health authority. 
Many practitioners, I think, are unaware of the help their local 
authority is prepared to give; and the more cooperation he 
establishes with the hospital service and his local authority the 
more time he will have to give to those patients whom he can 
best serve. 

If the little enough time now available for leisure and 
recreation is not to be curtailed, clinicians should rid themselves 
of every task that can be performed as well, if not better, by 
others. In this way only can they meet successfully the challenge 
of a changing society. I must add that the most obvious means 
of getting more time to deal properly with the fears, appre- 
hensions, and mental stresses of our patients is for each doctor 
to have fewer patients for whose care he is responsible, and this 
some doctors are doing. 

Our profession has been accorded a peculiar privilege 
that distinguishes us from members of all other profes- 
sional groups. This privilege has been given to us not 
by the State but by the people. They trust us and confide 
in us, and they ask us to relieve them of the burdens 
that unaided they find are too much for them. Because 
of this privilege, there is much more in the practice of 
medicine than the application of science. No matter how 
great the advances still to be made by the employment of 
the scientific method, there will always be a need for the 
practical art of medicine. 


Conclusion 

At present we are so busy preventing, diagnosing, and 
treating diseases that we have too little time left for 
treating our patients, for caring for them and relieving 
them of their burdens. But our patients are in greater 
need now than ever before of the care and devoted service 
that we have been especially selected and educated to 
give to them. 





Medicine and the Law 





Artificial Insemination not Adultery 


CaN a wife who has borne a child as a result of artificial 
insemination be said to have committed adultery ? This 
question came up for consideration recently in the Scot- 
tish Court of Session on the hearing of an action for 
divorce brought by the husband.’ In a reserved judg- 
ment given last week, Lord Wheatley ruled that artificial 
insemination does not in law constitute adultery.” 

The husband and wife had not lived together since March, 
1954. In July, 1955, the wife gave birth to a girl. Her claim 
was that the child had been born as the result of artificial 
insemination through a donor, and that this was not adultery 
as the Law understood it. The husband maintained that he 
had never agreed to this course if in fact it ever took place, 
and that such a general defence was irrelevant. 

Lord Wheatley, who described the case as unique in the 
annals of our Law, said that there were manifestly grave moral, 
ethical, social, and personal considerations involved in the 
practice of artificial insemination. It was almost trite to say 
that a married woman who was artificially inseminated in 
order to have a child who would not be the child of her mar- 
riage had committed a grave and heinous offence of contract 
of marriage; but the question for him to determine was not 
the moral culpability of such an act but whether it constituted 
adultery in its legal meaning. 

His Lordship said that, having examined the Law of Eng- 
land on adultery and having found nothing to persuade him 
that the Law of Scotland was not the same on the subject, and 





. a Dec. 6, 1957. 
ibid. Jan. 11, 1958. 


having studied the opinions expressed by judges in other 
countries and in textbooks, he had reached the conclusion that 
artificial insemination did not come within the definition of 
sexual intercourse as understood by Scots Law. “ Just as 
artificial insemination extracts procreation entirely from the 
nexus of human relationship in or outside marriage, so does 
extraction of the nexus of human relationship from the act of 
procreation remove artificial insemination from the classi- 
fication of sexual intercourse . . . it follows that artificial insem- 
ination by a donor without the consent of the husband is not 
adultery as the Law interprets that term.” 

This judgment is not binding on the English courts, 
but it will undoubtedly have great persuasive value and 
is very likely to be followed if the matter ever comes up 
for consideration in England. Although the two legal 
systems differ in some important respects, there is a 
tendency for the courts of both countries te follow each 
other’s decisions if possible. Lord Wheatley’s view that 
there cannot be adultery without actual sexual inter- 
course is in line with English judgments on the nature 
of adultery. Thus manual gratification by a wife of 
another man’s sexual organs has been held not to be 
adultery, although a breach of the obligations of marriage. 
The distinction between adultery (which is a ground for 
divorce) and various other breaches of the responsibili- 
ties of marriage (which are not necessarily a ground for 
divorce) is cardinal to the whole subject, and should not 
be overlooked in the debate which will no doubt result 
from Lord Wheatley’s judgment. - 





Public Health 





Atomic Safety: a Report after Windscale 


AFTER the accident at Windscale no, 1 pile last October, 
a committee, under the chairmanship of Sir Alexander 
Fleck, was asked “‘ to review the organisation within the 
Authority as a whole for control of health and safety and 
to make recommendations.” A summary follows of 
the committee’s findings and recommendations.* 

The accident revealed t public anxiety about the risks of 
atomic-energy work. e precautions already applied were 
very elaborate; the aim must be to err on the: side of caution. 
The accident revealed that the Authority’s organisation was 
inadequate, but improvements in it must be supplemented by 
clarifying the relations between the many Government depart- 
ments concerned with atomic safety, by coordinating the 
activities of these departments, and by building up the Atomic 
Energy Office to enable it to play the leading role. The 
measures needed for safety were formulation and observa- 
tion of appropriate codes of practice, with numerical limits 
established by experiment and with monitoring of plant and 
operations by safety staff. 

The hazards to be considered were exposure of workers to 
radiation, loss-of control-of a nuclear reactor.(including unin- 
tentional assembly of critical masses), and discharge, as 
effluent or by accident, of radioactive matter. 

The Authority’s three groups (industrial, weapons, and 
research) should collaborate on problems of criticality, to 
ensure that a critical mass of material (i.e., that which leads to 
a nuclear reaction, giving rise to heat and fission products) 
was not assembled accidentally. 

The committee agree with the Authority that an indepen- 
dent board should be set up to license nuclear reactors; 
but at present the only people competent for this were 
on the Authority’s staff, and it must remain a long-term 
objective. 

* TRinedge Atomic Beerey Aubry. HO Statenery Olle. Crd 
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Decentralisation of management in the Authority meant 
that health provision was not uniform. The report endorses 
the Authority’s decision to set up a committee responsible 
for overall supervision of all matters of health and safety. 
The management of health and safety in the factories of the 
industrial group should be integrated into a single section 
responsible directly to the works general manager. The health 
and safety manager should be a physician of consultant calibre, 
with sound training in industrial health, special knowledge 
of the health aspects of radiological protection, and some 
knowledge of the associated problems in physics, chemistry, 
and engineering. If such a man could not be found, the 
best alternative would be a physicist with knowledge of the 
biological aspects. 

One of the most important points emerging from the com- 
mittee’s review was the serious shortage of people with the 
necessary qualifications in medicine, radiology, health physics, 
and nuclear physics and engineering. Health and safety should 
be made an attractive career, with appropriate salaries and the 
provision of proper instruction. The Authority “ should 
assume responsibility for building up the national supply of 
these health and safety specialists, who will be required in 
ever increasing numbers’. The specialised training provided 
by the Authority should take eighteen months, full time, 
including up to nine months’ study of radiation physics. The 
training should merit a new professional qualification. The 
Authority should also recruit and train, on the job, the new 
special works medical officers, and offer training to public and 
industrial health workers, sanitary and water engineers, and the 
police. This training should be carried out in a national centre, 
which would also cover the health and safety aspects of the use 
of istotopes in medicine, agriculture, and industry. 

The Authority should review the procedure for the publica- 
tion of information about accidents, and coordinate the site 
emergency procedures and bring them to a uniformly high 
standard in all units. 





Londoners Last Year 


A preliminary report on the health of the county of London 
in 1957 has been issued by Dr. J. A. Scott, the medical officer 
of health. The death-rate, at 11-2 per 1000, was the lowest 
(except for 1954) since 1948. Mortality was light in the mild 
first quarter, but there were 2000 more deaths than usual in 
the December quarter and the number of deaths from respira- 
tory disease was twice the average. There were an estimated 
350 cases of poliomyelitis, with 12 deaths. Tuberculosis mor- 
tality fell from 0-14 to 0-11 per 1000, and there were fewer 
notifications. 23,000 children were vaccinated with B.c.G. 

The birth-rate rose, for the first time since the 1947 peak. 
Infant mortality was 0°35 per 1000 births—the lowest on 
record, except for 1956. 46% of pregnant women and 87% 
of children under a year attended the L.C.C, antenatal 
clinics. 

The Third Quarter in England and Wales 


The Registrar General has issued his report ' for the quar- 
ter ending Sept. 30 last. His figures for births, deaths, still- 
births, and infant mortality confirm those given previously.* 
Other details include: 

Population and life expectancy.—Abridged life tables are given, 
based on the mortality experience of 1954-56. The expectation of 
life in years for males (females in parentheses) is 67-6 (73-1) at birth, 
68-6 (73-7) at 1 year, 50-3 (55-3) at 20, 31-4 (36-2) at 40, 15-0 (18-7) 
at 60, and 5-2 (6-2) at 80. Population tables show that males out- 
number females in all age-groups up to 30; thereafter women out- 
number men. The total population at June 30 was estimated at 
45,043,000, including 2,070,000 men and 3,196,000 women aged 65 
and over. 

Infectious diseases.—The death-rate was 96 (91) per million from 
tuberculosis, 392 (267) from pneumonia, and 9 (3) from poliomyelitis 
(figures for third quarter of 1956 in parentheses). Smallpox caused 
2 deaths, t the first since 1953. 


1. gcterly Return for England and, Wales: ” Third 
Ser tationery Office, 1957. Pp. 24. ls. 6d. 
2. See Lancet, 1957, ii, 887 
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A Running Commentary by Peripatetic Correspondents 


WITH some thousands of other citizens I spent last Wednes- 
day evening “just messing about in boats”. At Olympia 
there were hundreds of boats, large and small, round and 
flat, black and white, glass (yes glass) and wood; driven by air, 
oar, and diesel. They must have knocked the wall down to 
get some of them in, or else built them there: complex rigging 
soared skywards and was lost in the smoky haze around the 
second-floor gallery. At the other extreme sailing dinghies 
shrank to pram dinghies and canoes for achondroplasiacs: 
finally there was a sort of folding boat that could be carried in 
one hand like a bag. Doubtless there was an inflatable boat 
somewhere that fitted snugly into the vest pocket. Lifeboats, 
patrol-boats, and even the Armed Services were represented; 
one remarkable boat had rotors fitted with which the thing 
could fly in the air. But I didn’t see a single raft. True there 
was a minute canoe about 8 in. across in which some madman 
crossed the Atlantic. But no rafts: shades of Kon Tiki and 
Jerome K. Jerome. Or maybe rafts are just a little bit too easy 
to make yourself in the back garden and not worth plugging. 
A splendid nautical atmosphere was created by the sounds of 
distant breakers and B.B.C. seagulls coming out of the diffusion 
system. 

The clientéle looked rather dull: just like the people that go 
to the Radio Show, the Photographic Show, the Motor Show, 
and even our little Show. There must be a nucleus of people 
that attend all exhibitions for the heck of it without being 
especially interested: why of course there’s me for a start. 
But the odd beard sprouting a curly pipe and covering a duffle 
coat suggested that some yachtsmen were present, and I heard 
one splendid salty character, a lifelong yachtsman to the tips of 
his bushy eyebrows, remark “ Quite a good show all round— 
but too many d——d engines ”’. 

After an hour or two one gets a surfeit of seafaring: gallery 
after gallery of stoves, lamps, rudders, binnacles, and blocks 
stretch ahead. The salesmanship could learn a thing or two 
from our little show: nobody invited me to heave to and 
prepare to board, and I couldn’t even cadge a sample tin of 
waterproof paint. So after taking on ballast at the canteen we 
luffed windwards to the exit feeling slightly seasick. 

ee 7 

After the effects of turkey and cigar amblyopia had abated 
I settled down to analyse our Christmas-card series. 11% 
boasted holly, 11% Father Christmases (3 with reindeer and 
3 using more modern means of transport—car, train, and 
sputnik). 10% showed a winter scene, but the orthodox 
seasonal balance was upset by 1 autumnal picture and 1 view 
of summer in Sydney (Australia). Food (mainly puddings 
with some of the 11% holly stuck into them) formed 7%. 
Coaches and carol-singers were surprisingly poorly repre- 
sented (3% each) and robin redbreast was a melancholy single 
entry. Angels (3°%,—1% with tenor saxophone), flowers (4%), 
and simple unheraldic crests (4%) were significant. The most 
bizarre single entries are not- included in the present series, 
but they included an etching of Frankfurt am Main, a blonde 
hanging up nylon underwear, and a photograph of a Nigerian 
woman fishing in the Limbe River. We shall have to wait till 
next year to see whether these are statistically significant. 

. * * 

One of the pleasantest English sports is catching trains. It 
is so democratic. And it has all the thrills of surprise and 
suspense. It induces such sympathetic participation in the 
spectators. Only the most antisocial refuse to enjoy the triumph 
of the train-catcher. Rarely, you get the exquisite sensation of 
watching an artist. How unruffied he is. How elegant and 
perfectly coordinated are all his movements as he darts through 
the barrier and springs lightly on to the moving train. You 
sink back inep your sent with eens of the afterglow thet Sollows 
Spectre de la Rose. 
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As a warning to would-be emigrants to Canada I should like 
to quote from our railway by-law no. 99, approved by the 
Board of Transport Commissioners for Canada and sanc- 
tioned by His Excellency the Governor-General-in-Council: 

No person, except a servant or agent of the Company in the 

performance of his duty, shall open any vestibule door or stand upon 
the steps or platform of any car while it is in motion, or entrain on 
or detrain from, or attempt to entrain on or detrain from, any such 
car while it is in motion... 
And in case anyone may think that a railway by-law means 
nothing, like no-smoking in English trains, they make it 
physically impossible to do what the by-law prohibits. Bars of 
steel lock all the doors before the train moves. 

On board the train your safety is still the commissioners’ 
main concern, even if you have villainously boarded the train 
without a ticket. 

Every passenger who refuses to pay his fare or produce and 
deliver up his ticket upon the request of the conductor, may, by the 
conductor of the train and the train servants of the Company, be 
expelled from and put out of the train with his luggage at any usual 
stopping-place; provided that the conductor shall first stop the train 
and use no unnecessary force. 

The by-law that prevents you from leaping on to the moving 
train saves you from being flung off it, without your luggage, 
at some uninhabited spot. Too many romantic souls think of 
Canada as a wild, lawless, rough-riding, sharp-shooting terri- 
tory. If train-catching is your sport, you'd better stick to the 
Euston Road. 

* * - 


In the West of England hospital where I was reared the 
loudspeaker caller system for members of the staff is unknown, 
and before I came to St. Euphonia’s I had only come across it 
in American films. 

It has various aspects that fascinate me. There is the Voice 
From Heavenimpression. This feeling of being personally called 
to Judgment every few minutes wore off after a while. Héw- 
ever, I still sometimes give an involuntary shudder when I 
hear my name called in a voice of doom, from outer space as 
it were. 

The impression that has lasted, on the other hand, is that 
of being part of a cosmic game of Happy Families. “‘ Calling 
Mr. Sparks, the Electrician”, or “Calling Mrs. Potts, the 
Domestic Supervisor”, never fail to put me in mind of the 
game I used to play as a child. It is a great pity that there is 
no way of reciprocating these demands over the loudspeaker. 
“Have you got Mr. Chips, the Carpenter?” ‘“‘ No, but have 
you got Mr. Wrench, the Engineer? Thank you; ... and 
Mrs. Wrench, the Engineer’s wife? Thank you.” 

After all, the normal working of the hospital could always 
carry on with coloured lights. 


Last week one of our elderly patients, after an operation for 
an upper femoral fracture, showed evidence of basal lung 
congestion, and his sputum was sent to the laboratory for 
examination, The report came back: “‘ The carton contained 
matchsticks.” Orthopedic surgeons have gained many a 
nickname in the past fifty years—carpenters and monumental 
masons among them. Now I know why. 

« + « 
It’s u by name, but what by nature ? 
A line, you say? Diameter will do. 
Erythrocytes are 72, God bless ’em, 
Mm divided into 7 thousandth parts. 
Cu pu is million millionth of a m(i)1 
41 a litre’s millionth is, 
And pu of g, a thousandth milligramme. 


Micron or microgramme, it’s all the same, 
A thousandth of a thousandth part. A yu! 
Pass on the sign from lip to lip ; 
For don’t expect to find, my son, 
This measure » defined in books. Eheu. 
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SURGERY OR RADIUM FOR CANCER? 

Sir,—It is with regret that we notice that Professor 
McLaren and his colleagues (Jan. 11) are using our recent 
communication as an occasion for reopening the old 
battle between radiotherapy and surgery in the treatment 
of cancer. This battle may have been necessary once, but 
there can be little doubt that radiotherapy has become 
established as a therapeutic agent of immense value. 
Today, therefore, there should be no prejudice or par- 
tisanship in the treatment of cancer—particularly carci- 
noma of the cervix, where it is of vital importance to the 
patient not to fall into the hands of either a surgical or 
radiation enthusiast, since each will use the method he 
knows best, and this may by no means coincide with the 
patient’s best interest. One of the main functions of the 
joint clinic, the work of which has been reported, is to 
safeguard the patient against the risk of such misguided 
enthusiasm and ensure that she receive the most appro- 
priate treatment, whether surgical or radiation, under the 
best conditions. 

Our object in reporting the work of the joint clinic was: 

(1) To show that surgeon and radiotherapist can work in harmony 

as a team under ordinary hospital conditions. 

(2) To give some idea of the usefulness of such a clinic as reflected 

by numbers and types of case referred to it. 

(3) To determine the advantages, if any, to the patient of the 

cooperative services thus made available. 
To this end we compared the methods used and the results of 
treatment before and after 1944. 

It was not our aim or purpose to “ do justice to surgery” 
or to “ mention modern surgical results.” There is already a 
wide literature on these themes and we would specially com- 
mend to Professor McLaren and his colleagues’ attention 
Kottmeier’s + analysis of surgical and radiation results, in 
which he shows convincingly that, with comparable clinical 
material, radiotherapy gives results equal to those claimed for 
surgery by Meigs and others. Because we were conscious of 
our poor results in stage I (60-4% at 5 years), we undertook 
the “ manceuvres ”? commented on by Professor McLaren— 
not, as he claims, to koost our radiotherapy cures to the 
detrintent of surgery, but rather to boost our own morale. It 
is always a cause for humiliation and self-searching if one’s 
results are worse than those claimed by other workers, The 
purpose of the discussion quoted by Professor McLaren was 
to show that under other and more fortunate conditions we, 
too, might have attained the 70°, 5-year survival rates achieved 
by other workers which would have substantiated more firmly 
our statement that “ It therefore seems that radiotherapy is 
not only undoubtedly the correct treatment in inoperable cases, 
but also usually the preferable treatment for operable cases.” 
This statement forms the substance and flesh to be found on 
the seasonable but scrawny bird mentioned by Professor 
McLaren. Our statistical turkey was both home plucked and 
killed, since all the statistical tables were drawn up by one of 
us (C.A.S.) in the hope that our conclusions would not be 
befogged by the use of a multiplicity of incomprehensible 
statistical terms, usually much in evidence when unpalatable 
facts have to be obscured. 

We would summarise by repeating that our opinion 
based on our experience since 1944 is that in our hospital 
the results in stage-1 cases (60-4%) submitted to radiation 
treatment compare well with those obtained when the 
Wertheim operation is performed (65-1%). In these 
circumstances we customarily recommend radiotherapy 
to our patients with carcinoma of the cervix (with the 
exceptions listed in our paper). To be able with confidence 


1. Kottmeier, H. L. ¥. Obstet. Gynac., Brit. Emp. 1955, 62, 737. 
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to offer a patient the opportunity of avoiding a major 
mutilating operation, we regard both as a gesture in the 
best tradition of medicine and as a happy reward for our 
labours over the past years. 
J. B. BLAIKLEY 
M. LEDERMAN 


Chelsea Hospital for C. A. SIMMONS 


Women, London, S.W.3 


A DISTRICT MENTAL HEALTH SERVICE 

S1r,—The Worthing Experiment, with an outpatient 
and domiciliary psychiatric service, described in your 
issue of Jan. 4, is so obviously a step in the right direction 
that its success was assured. We are particularly interested 
in the extensive use made of outpatient electroconvulsant 
therapy, since, for many years, we have regarded this 
procedure as the only method of substantially reducing 
the need for mental-hospital admissions. 

The Sheffield Mental Hospital, with its 2089 beds, has, 
since the last war, been responsible for a catchment-area 
population of a million people—a ratio of 2 beds per 1000, 
compared with 3-5 per 1000 for the country as a whole. 
Admissions have of necessity been restricted to severely dis- 
turbed patients for whom outpatient treatment is inadvisable. 
But it was fortunate that in 1942 outpatient electroconvulsant 
therapy first became practicable, and since then, the Sheffield 
Hospital has maintained an active unit which, in recent years, 
has provided up to 1000 treatments a year with satisfactory 
results in the moderately severe case of depression which 
could not be admitted because of shortage of beds. A special 
treatment-session is reserved for geriatric patients. 

If it is estimated that the gross incidence of psychosis in the 
community is 9 per 1000, or 1800 cases in a 200,000 popula- 
tion, not more than a third of these will probably require 
inpatient treatment and not all in the same year. 


We therefore applaud the results achieved by Dr. Carse 
and his colleagues, which amply support their plea for 
expansion of outpatient facilities in psychiatry. It would 
seem that a unit of the Worthing type should be provided 
for each 200,000 population, and, until an effective 
substitute for modified electroconvulsant therapy can be 
found, each unit should be able to provide 30 to 40 
treatments per week. 

Midiewesd eon, F. T. THorpe. 

Sir,—I have read with interest the report by Dr. 
Carse and his colleagues on the Worthing experiment 
for a similar service has been in existence in most parts 
of the Manchester region for several years and its value 
is well recognised. 

In Bolton, for instance, a small psychiatric unit at 
a general hospital provides diagnostic and treatment 
clinics, day-hospital facilities, domiciliary service, and a 
psychiatric social club run jointly with the medical 
officer of health. 

Under present legislation, however, the success of a district 
service must depend on the cooperation of the local health 
authority and the support of the regional mental hospitals. In 
Worthing the full cooperation of Graylingwell has apparently 
been enlisted, but it would be of interest to know how the 
public-health services have fitted into the scheme and what 
part the D.A.0.s. play. The high degree of screening before 
admission to Graylingwell is certainly impressive. 

In some areas of our region it is felt that unless the local 
authority can provide more welfare and hostel accommoda- 
tion the work of district mental health service will be 
hindered. It is also important that a clear division should exist 
between the functions of a local psychiatric service and that 
of a large mental hospital. With early outpatient treatment 
mental hospital beds will be needed mainly for the more 


severely disturbed and long-standing patients, many of them 
aged, and some hospitals—overcrowded as they are—may be 
reluctant to accept these “ less promising” patients. On the 
other hand, our experience shows that if a local service is 
accepted by the community, many patients are less willing 
to enter large mental hospitals. 

Finally, a clear system of priorities should be drawn up. 
Once the facilities are available there is a constant increasing 
demand for the service, and the treatment centre may soon 
turn into a disposal centre for the increasing number of 
geriatric, “ chronic sick” patients, not to mention additional 
work, brought by such agencies as the courts, probation 
service, and children’s officers. Unless the service is as well 
staffed as Worthing’s seems to be, delays and disappointments 
will be inevitable. 

Royal Infirmary, 


Bolton. J . T. LEYBERG. 


ANTIBIOTIC PROPHYLAXIS 

S1r,—In reference to your valuable annotation (Jan. 4), 
I should like to express my full agreement with your 
conclusion that antibiotics should not be used to prevent 
sepsis. One risk is that of sensitisation. This occasionally 
follows the prophylactic use of penicillin. The result is 
disastrous if the antibiotic has, at any time lager, to be 
used to combat actual sepsis. 

When arthritis is caused or aggravated by focal sepsis, 
the eradication of the focus may be essential to cure. 
Here prophylaxis of some kind is necessary to prevent 
what otherwise might be a severe reaction. Over many 
years I have never found prophylaxis with one of the 
sulphonamides to fail. I have always prescribed sulpha- 
thiazole 1 g. 4-hourly for 24 hours before and 48 hours 
after the operation. Now that long-acting sulphonamides 
are available, 1 g. daily for the same period has so far 
worked equally well. 

London, W.1. 


COMBINED BARIUM MEAL AND 
CHOLECYSTOGRAPHY 

Sir,—Dr. Robinson! evidently does not faveur any 
technical variation which might interfere with the accuracy 
of cholecystography, but perhaps he expects too much 
from this examination. There are claims that cholecyst- 
ography is 96-98%, accurate. The confirmation of the 
radiological findings is based on surgery, which by infer- 
ence must limit the criteria for pathology to non-function 
or the presence of gallstones. Where cholecystography 
fails is in chronic cholecystitis in a gallbladder which 
still retains some function. It might seem possible to 
assess function according to the density of the shadow, 
but there are so many factors—physiological and physical 
—which influence contrast that such an examination 
would be almost valueless. When the demands of a large 
general hospital can be eased by a combination of examin- 
ations it is reasonable to adopt this technique, and we 
cannot agree with Dr. Robinson that the fine detail of 
the examination is sacrificed. Indeed we have made some 
striking films of small calculi. 

In reply to Mr. Forty,* we certainly agree that calculi may 
exist without producing symptoms, but this also applies to a 
non-functioning gallbladder. It is in these patients that the 
combined technique is so useful in bringing to light associated 
lesions in the gastrointestinal tract which may account for some 
of the 30% of postoperative failures discussed by Ogilvie. 

In a recent series of 2000 patients examined by this combined 
technique, 193 (9°7%) had pathological gallbladders. 100 of 

Pie 1. Robinson, M. I. Lancet, 1957, ii, 1170. 
2. Forty, F. ibid. p, 1339. 


H. WARREN CROWE. 
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these showed no evidence of function, and 93 functioned but 
contained opaque or non-opaque calculi. 
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Normal barium series 

Duodenal ulceration 

Gastric ulcer. . te 

Radiological evidence of gastritis ta 

Hiatus hernia 4 

Carcinoma of stomach 

Duodenal diverticula 

Previous gastrointestinal operations 

Two or more of the above lesions 
us ps 


In a total of 193 pathological gallbladders, 78 had an associ- 
ated lesion in the upper alimentary tract. 
A. S. JOHNSTONE 
M. D. SUMERLING. 
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MANIPULATION FOR BACKACHE. 
Sir,—As Mr. Bremner (Jan. 4) infers, a great deal of 
nonsense is talked about manipulation. It is therefore a 
pity that his painstaking work is invalidated by the com- 
plete absence of control cases in his series. When dealing 
with something as personal as low-back pain it is impos- 
sible to eschew patients’ subjective impressions, but I 
find it difficult to believe that so few of his cases exhibited 
abnormal physical signs. Thus instead of a useful 
statistical stick with which pro- or anti-manipulation 
extremists might have been beaten} we are left with just 

one more straw composed of clinical impressions. 


One must also deprecate Mr. Bremner’s failure accurately 
to define on clinical grounds what is meant by “‘ lumbosacral 
strain’. Even when accompanied by a half-hearted apology, 
usage is no excuse for the use of such a term which, though 
certainly “* concise ”’, is meaningless as he himself demonstrates. 
This does nothing to further the introduction of order into the 
chaos of dogma and empiricism which surrounds the subject 
of backache and its treatment. 

Finally, it should not prove very difficult to explain the 
incidence of backache in the ratio of 1-8 females to 1 male in 
Mr. Bremner’s series. A careful analysis of how the average 
day is spent would probably show that most of the 116 married 
women were subjected to more “ externally applied strain ” 
than most of the 84 males. The average modern housewife 
does not apply many sudden, violent, and dramatic strains to 
her back, but the sum of the stresses imposed by household 
chores, children, and not infrequently a whole- or part-time 
job as well, is immense, as can be testified by any husband who 
has tried to cope alone for a few days. 


“lone ane D. R. L. NewTon. 


Sir,—Being “ osteopathically ” inclined, and seeing 
many patients with backache, I was interested and pleased 
to read Mr. Bremner’s article (Jan. 4). I should like to 
point out that we asteopathically inclined have never 
claimed a 100% cure-rate, but we do claim a high pro- 
portion of good results. I was particularly pleased to see 
such good results even with non-specific “‘ orthopedic ” 
manipulation. 

If we use greater care in diagnosis instead of grouping all 
patients together under this vague heading of “‘ lumbosacral 
strain”, and if specific treatment is given to each type of low 
backache, then the results should be still better than those 
quoted by Mr. Bremner. This is in fact so. 

If we lumped together all patients with indigestion and 
treated them with alkaline powders, there would be some good 
results; but if they were analysed carefully and treatment 
prescribed accordingly, there would certainly be a higher 
percentage of good results. 

Differential diagnosis of low backache is difficult, but it is a 
mistake to say that “ physical signs are few or absent”. The 
points to look for are: the mobility range of both the area and 


the individual joints; the tenderness in interspinous ligaments ; 
the tension in the erector spine muscles; the relative position of 
one vertebra to the next; the kyphoses, lordoses, and scolioses ; 
and finally changes in the erect radiographs and mobility films. 

The first and fundamental differential point is to distinguish 
between hypermobility and hypomobility. To manipulate 
joints which are already hypermobile is likely to give bad results. 
The differentiation can be made by palpation and mobility 
radiographs. 

If there is hypomobility but no lesion or root signs, manipula- 
tion is almost always indicated. The next point is to locate the 
site of restriction so that the manipulation can be applied to the 
faulty joint rather than to the whole lumbar spine. It is better, 
and easier, to achieve a specific manipulation without an 
anzsthetic than with one. 

If hypermobility is found, a corset and strengthening exer- 
cises are indicated, or injections of sclerosing fluid into the 
interspinous ligaments.* 

Mr. Bremner found that in 3°6% of patients the condition 
was aggravated by manipulation. These, and-some of those not 
improved, probably had the hypermobility type of low back- 
ache where the ligaments are overstretched already. I realise 
that his series aimed specifically at determining the benefit or 
otherwise of one manipulation, and to that end the experiment 
is to be commended. But if in private practice one were to 
make 3°6% of one’s patients worse, it would soon ruin the 
practice. A bad reputation travels faster than a good reputation. 

London, W.1. ALAN STODDARD. 


SEX REVERSAL 


S1r,—Dr. Ashley and Dr. Jones (Jan. 11) are to be 
congratulated on their critical discussion, which helps 
to clarify the position of their lucidly presented case in the 
increasing complexity of intersex states. I have recently 
seen three unusual examples of gonadal dysgenesis, all 
with male nuclear sex. 

The first patient, an otherwise classical example of Turner’s 
syndrome with short stature and webbing of the neck, has 
apparently menstruated for seven years; the second is a colour- 
blind dwarf whose father has normal colour-vision, and the 
third is a tall eunuchoid female with no stigmata of Turner’s 
syndrome. The third case, similar to those reported by 


_ Swyer,* and different from that of Ashley and Jones in that the 


leucocytes show typical male morphology, is probably a 
variant of gonadal dysgenesis,*‘ and helps to stress that 
reclassification is required. : 

You rightly say, Sir, that there is urgent need for a new 
terminology, and though your discussion is mainly con- 
cerned with examples of sex reversal, it is very important 
that any classification must also include cases of chroma- 
tin-positive Turner’s syndrome and of chromatin-nega- 
tive Klinefelter’s syndrome. At the symposium on 
nuclear sex, a committee was appointed to consider the 
question of nomenclature, but your plea of urgency 
suggests that the matter might now be discussed profit- 
ably in your columns. 

In the many types of pseudohermaphroditism, which include 
testicular feminisation and congenital adrenal virilism, gonadal 
sex and nuclear sex are in confirmity and the defect is 
apparently not primarily due to dysgenetic gonadal develop- 
ment. In other intersex states, however, gonadal involve- 
ment does appear to be of primary importance and the corti- 
comedullary balance theory of gonadal differentiation seems 
to be a suitable basis for classification and nomenclature. 
Such a scheme, which can be conveniently tabulated and is 
self-explanatory, is offered below for comment. Some of the 
least ambiguous of the old names, shown in parentheses, 

1. Hackett, G. S. Joint Ligament Relaxation. Springfield, Ill., 1956. 
2. Swyer, G.I. M. Brit. med. J. 1955, ii, 709. 


3. Hoffenberg, H., Jackson, W. P. U. ibid. 1957, i, 1281. 
4. Swyer, G. I. M. ibid. p. 1421. 
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might continue to be used; but a name is required for the case 
recorded by Ashley and Jones, and a new name for the 
Klinefelter syndrome and its modifications is long overdue. 


CLASSIFICATION AND NOMENCLATURE OF INTERSEX STATES 


I. Both Gonadal Components Dysgenetic 
(1) Underdevelopment: 


(a) Complete failure: Corti i Bs ee agenesis). 
(6) Partial failure: Hypoplestic corti (gonadal 
dysgenesis). 
(2) Overdevelopment of the component which should have been sup- 
pocaeed with collateral development of the other components: 
yperplastic cortic« y dysg is (true hermaphroditism). 
II. One Gonadal Component aaa (with non-development or sup- 
pression of the other component) 
A. Gonadal medulla dysgenetic 
1. Overdevelopment: Hyperplastic guaiue dysgenesis. (Chromatin- 
itive Klinefelter’s s rome.) 
2. Underdevelopment: Hypoplastic amen dysgenesis. (Chroma- 
tin-negative linefelter’s syndrome.) 
B. Gonadal cortex dysgenetic 
1. Overdevelopment: Hyperplastic cortical dysgenesis (case of Ashley 
and Jones). 
2. Underdevelopment: 
awaited, but -perhaps 
would fit). 
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Glasgow. JouN S. S. STEWART. 


GALLSTONES AND THE SURGEON 

Sir,—In your leading article of Dec. 21 no mention 
is made of intraoperative cholangiography. The indica- 
tions for exploration of the common duct given by 
Ogilvie * are rather vague, and in fact they may be mis- 
leading. In the majority of cases intraoperative cholangio- 
graphy reveals unequivocally the presence of stones or 
papillitis. 

Department of Surgery, 


niversity Hospital, 
Basle, Switzerland. 


A THYROID ASSOCIATION 
S1r,—The suggestion from Professor Fraser and his 
colleagues (Jan. 11) for forming a Thyroid Association of 
Great Britain deserves the very strong and full support 
of all those interested in thyroid disease. 


Such an association could be greatly strengthened by 
extending miembership to Ireland and the Commonwealth, 
where valuable scientific contributions are continually being 
made. 

A similar association in Europe would then work in close 
harmony with this body and the well-established American 
Goiter Association and their related endocrine societies. 

Regional advance in the understanding of thyroid and 
allied diseases could be stimulated and canalised by each of 
these bodies and periodically coordinated by more frequent 
international meetings. 

No international goitre meeting has been held previously 
in Great Britain. The last such gathering took place in 
Washington in 1938. With to-day’s easy and rapid air travel, 
these long intervals seem out of date in such a swiftly advancing 
field of research. 

As I said in your columns’ and elsewhere ® in advocating an 
international meeting on thyroid nomenclature, much poten- 
tially valuable work is being invalidated by uncoordinated 
methods of investigation and procedure. This is particularly so 
where advances in thyroid research have recently invaded so 
many fields and disciplines. 

The flourishing American Goiter Association, at whose 
meetings we have been made most welcome, is an example of 
the great such a body can achieve. The invaluable active 
support of fi Royal Colleges of Surgeons and Physicians 
would also give a strong impetus to the creation and growth 
of a similar organisation in our midst. 


RUDOLF NISSEN. 





London, W.1. T. Levitt. 
5. Hoffenbers, H. H., Jackson, W. P. Ge Muller, W. H. J. clin. Endocrin. 


6. Ogilvie, W. = Am. R. Coll. Surg. Engl. 1957, 21, 319. 
7. Levitt, T. Lancet, 1957, ii, 1065. 
8. Levitt, T. Postgrad. med. ¥. 1957, 33, 352. 


RADIATION AND LEUKAEMIA 


S1r,—The data reported in our study of leukemia in 
patients irradiated for ankylosing spondylitis (to which 
Dr. Pochin refers in his letter of Jan. .4) were collected at 
the request of the Medical Research Council, in the hope 
that they would provide some indication of the nature of 
the relationship between the dose of radiation and the 
resulting incidence of the disease. Although it was 
realised that no direct information would be obtained 
about the effect of doses as low as those commonly given 
in diagnostic radiology, it was hoped that it might be 
possible to estimate their effect by extrapolation from the 
results at higher levels of dose. It transpired, however, 
that quite a large number of patients were given radiation 
to areas other than the spine and sacroiliac joints, and for 
these patients it proved impracticable to estimate the size 
of the relevant dose (assumed to be the mean dose to the 
active bone-marrow). Our principal analysis was, there- 
fore, limited to the group of patients whose treatment was 
directed solely to the spinal axis and for whom we 
obtained reasonably accurate data on the distribution of 
radiation dose within the spinal marrow. 

In this group 18 patients developed leukemia. The mean 
spinal-marrow dose received by these patients varied between 
315r and 2195r, and it is clear that the data could not provide 
firm evidence of the quantitative effects at really low levels of 
dose. On the other hand, the data gave no positive indication 
of the existence of a threshold below which no effect was pro- 
duced, and the incidence of leukemia observed in the general 
population (presumed to have had no therapeutic dose) was 
close to that estimated for zero dose from the observed inci- 
dence at other levels. We therefore suggested, as a working 
hypothesis, that there was no threshold dose for the induction 
of the disease and included the point representing the estimated 
incidence for zero dose in the data from which the quantitative 
relationship between dose and incidence was calculated. 

If (as Dr. Pochin suggests) the point for zero dose is omitted, 
and a regression line calculated from the incidence-rates for 
spondylitic patients alone (standardised for age and weighted 
according to their reliability) we obtain the equation 
y =0-00634x — 0-34, where y is the annual incidence per 10,000 


* men at risk, and x is the mean spiral-marrow dose in réntgens. 


Hence the estimate of therapeutic dose which would corres- 
pond to zero incidence is 54r. 

In view of the paucity of data the error of this estimate is 
liable to be very large. If the probable limits of the regression 
line are calculated by a method similar to that derived by 
Irwin,' it is found that the 95°% confidence limits for the “‘ true 
value ” of the dose corresponding to zero incidence are — 1700r 
and +400r. In other words, the threshold value may be zero 
or anywhere between zero and 400r. This calculation is made 
on the assumption that all the cases of leukemia in the treated 
series were due to irradiation. If, however, some of the cases 
were due to other causes, the estimate of the probable threshold 
dose would be slightly higher. -If no case of leukemia occurring 
in the general population was due to irradiation, the estimated 
threshold dose would correspond to an incidence in a sample 
of the general population of the same age-distribution as that 
in the population of spondylitics (i.e., 0-49 cases annually per 
10,000 men) and would be about 130r therapeutic dose with 
a likely upper limit of about 460r. ; 

All these doses, it must be stressed, are mean doses to 
the spinal marrow. If it is assumed that there is a linear 
relationship between dose and incidence and that there 
is no threshold for the induction of the disease, it is pos- 
sible to convert a mean spinal dose into a mean dose to 
the whole active marrow. In our report this was done by 
dividing by a factor of 2 to 3, since it was thought that 


1. Irwin, J. O. ¥. Hyg., Camb. 1943, 43, 121. 
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the spinal marrow constituted between a half and a third 
of the total active marrow. If, however, it is postulated 
that a threshold exists, such a conversion is impossible; 
in this case, there is no real justification for using a mean 
spinal dose as the measure of effective dose in the study 
of the dose/response relationship, and it might be thought 
preferable to relate the incidence of leukemia to the 
maximum dose received at'a point in the marrow. Such 
an analysis was made during the course of our investiga- 
tions, and the results were reported in Appendix B of the 
Medical Research Council’s report on The Hazards to 
Man of Nuclear and Allied Radiations. This analysis also 
provided estimates of incidence which appeared to be 
proportional to the dose and certainly gave no indication 
of the existence of a threshold. For reasons which are 
discussed in our report, however, we felt that this method 
of analysis might introduce a systematic bias into the 
results, and we preferred to use the mean spinal marrow 
dose as the best estimate of the effective dose. 

In conclusion it is clear that we continue to be ignorant 
of whether or not a threshold dose exists. One way in 
which the problem may be solved is by undertaking: 
further epidemiological studies, comparable to the survey 
of irradiated cases of ankylosing spondylitis. To plan 
such surveys, however, it is necessary to proceed on the 
basis of some hypothesis. The data obtained in our study 
led us to the conclusion that the most reasonable hypo- 
thesis to work with was that no threshold existed and we 
see no reason to modify it. We hope that no-one will 
mistake the delineation of a working hypothesis for a 
statement of established fact. 


M.R.C. Group for Research into the 
General Effects of Radiation, 
iotherapy Institute, 
Western General Hospital, 
Edinburgh. 


A THEORY OF NERVE DEAFNESS 

Str,—The hypothesis of Mr. Gregory and Miss 
Wallace (Jan. 11) concerning causes of impairment of 
hearing in what they call “‘ nerve ” deafness is interesting, 
but it seems to me that they formulated this view with 
only limited background information about the various 
types of non-conductive impairment of hearing. 

They mention that the terminology of non-conductive deaf- 
ness is confusing, but surprisingly they themselves made a 
mistake leading to further confusion. They call an impair- 
ment involving predominantly high frequencies “ presby- 
acusia”’. This is, however, a term used for one definite type 
of deafness, clinically well known—that is, old-age deafness. 
Old-age deafness has some distinct peculiarities, and therefore 
to call all types of high-note impairment by this term is con- 
fusing. Moreover, they call this type of “ nerve” deafness, 
characterised by a predominantly high-note loss, the typical 
one, and imply that it is numerically the most important, 
allowing certain generalisations. This is incorrect. There are 
several types of deafness (not conductive) which do not have 
this “ typical’ predominantly high-frequency loss. Even in 
Méniére’s disease, in the more developed cases, the audiogram 
is more often “‘ flat ”’—that is, showing a more or less uniform 
loss for all frequencies. Another type of non-conductive deaf- 
ness in which the lesion is also in the end-organ (that is, deaf- 
ness from maternal rubella) has also this characteristic “ flat ” 
audiogram without a predominantly high-note loss. There are 
some indications of recruitment also in these cases of deafness 
from maternal rubella. 

Further, there are types of hearing loss, undoubtedly non- 
conductive, in which not only is there no predominantly high- 
note loss, but the hearing-is distinctly better for the high notes. 
We are at present studying these types, and I have not only 
numerous audiometric records available but also histological 


W. M. Court Brown 
RICHARD DOLL. 


evidence that the lesion is undoubtedly in the end organ— 
namely, in the organ of Corti. 

In all these cases, of course, there is a considerable reduc- 
tion in channel capacity of the communication system, caused 
by some disturbance in the end-organ, but no reduction of 
high-note discrimination as a result of it. This is against the 
suggestion of Mr. Gregory and Miss Wallace that reduction 
in channel capacity by an end-organ lesion leads to an impair- 
ment of high-frequency discrimination. 

I must also mention that not only is there often a tendency 
in “‘ nerve ” deafness for an inner-ear lesion to produce a-uni- 
form loss for all frequencies but also a typical predominantly 
high-frequency type of deafness is often caused by a lesion 
which is not in the end-organ but higher up in the auditory 
pathway. A good example is deafness from hemolytic dis- 
ease of the newborn. We are studying another type in which 
there is also a symmetrical loss predominantly for the higher 
frequencies, and in which we have good reasons to believe that 
the location of the damage is not in the end-organ but at certain 
levels in the auditory pathway. We hope to report these 
findings soon, and also to give a theoretical explanation why 
the high frequencies are affected. 

I am not saying this to dispute the possibility that, in 
some cases, random neural noise, affecting unfavourably 
the noise-to-signal ratio, may not impair discrimination 
in the high-frequency range;.but when a general 
hypothesis is formulated at this early stage of study, it 
is dangerous to disregard certain factors which con- 
tradict it from the beginning. This may lead to a false 
theory. 

udiology Unit, 


Institute of | fCeynasoey 8 and Otology, 


LABORATORY DIAGNOSIS OF CONGENITAL 
GALACTOS/EMIA AT BIRTH 


Str,—In the article by Dr. Schwarz and his colleagues 
describing the laboratory diagnosis of congenital galac- 
tosemia at birth (Jan. 4), reference is made to a milk- 
free diet described by Holzel in 1954.’ In his original 
article Holzel states this diet to be “*. . . a modification of 
Moll’s pudding, consisting of Farex, eggs and sugar in 
appropriate dilutions . . .” 

May I draw your attention to the fact that the present 
preparation of ‘ Farex’ (Glaxo) contains separated milk 
powder? This has been added’ to the product since 
September, 1954, so that farex now contains 5% separated 
milk powder and 2-5% lactose. In view of the varying 
tolerance to lactose exhibited in those cases of galacto- 
semia reported in the literature, it seems advisable that 
those who may need to use farex should be made aware of 
its present composition. 

St. Bartholomew’s Hospital, 

London, E.C.1. 


L. Fiscu. 


Mary FuRNIVALL 
Chief Dietitian. 


PREGNANCY AND COARCTATION OF THE 
AORTA 

S1r,—I have read with interest the article by Dr. Good- 
win (Jan. 4) on the risks of pregnancy in coarctation of the 
aorta, in which he analyses 13 cases of his own and 123 
cases previously published. He concludes that the hazards 
of pregnancy in unrelieved coarctation depend largely on 
the presence or absence of added cardiovascular lesions, 
especially those of the aortic valve. As prophylactic 
resection of the coarctation is being increasingly per- 
formed in young persons, the prognosis of coarctation 
treated conservatively will become harder to assess. I wish 
therefore to report a case seen in general practice. 

1. Holzel, A. Med. ill, 1954, 8, 44. 
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A woman, aged 37, has coarctation and pulmonary tuber- 
culosis. When she was 19, she was referred to a tuberculosis 
officer for his opinion, and coarctation was first diagnosed by 
the radiologist from the well-marked notches on the ribs. Full 
assessment at that time showed no hypertension (blood- 
pressure in arms 130/80 mm.*Hg), and no evidence of aortic 
incompetence or other cardiac lesion. The electrocardiogram 
was normal. Subsequently she married, and had four normal 
pregnancies terminating in one forceps and three normal 
deliveries. Her last pregnancy was at the age of 35, and she was 
sterilised during the puerperium. Although her blood-pressure 
has been labile, she did not develop hypertension during any 
of her pregnancies, and only during the past year has her 
blood-pressure started to rise. Her coarctation remains remark- 
ably symptom-free, and she leads the full life of a busy house- 
wife. She has moderate dyspnoea on exertion, which is largely 
a sequel of pulmonary tuberculosis. 

This patient’s history confirms the fact that careful 
conservative management of four pregnancies may be 
undertaken without deleterious effect when coarctation 
is uncomplicated by additional cardiac disease. 

Bungay, Suffolk. W. M. JORDAN. 


A FUNCTIONAL NECESSITY 

S1r,—I was much interested by Professor Platt’s letter? 
on the subject of consultant appointments, and I heartily 
agree with him that it would be wrong to create a new 
subconsultant grade. However, a prerequisite to proper 
staffing is a knowledge of the needs of the individual 
regions, and such knowledge seems peculiarly hard to 
acquire. 

When I was a member of the North West Metropolitan 
Regional Hospital Board’s medical committee, it took me some 
months to get the officials even to allow a discussion on this sub- 
ject. When we asked for the report of the Ministry of Health 
working party which had reviewed the consultant establish- 
ments of the region, we were informed that their report had 
never been published. In September of last year I once again 
endeavoured to ventilate this subject in the medical committee 
of the board. A request for details of the existing consultant and 
$.H.M.O. establishment in the region, and for information 
about all requests for additional consultant appointments, was 
met with the written reply: 

“The information requested vould be most difficult to assemble and 
would involve a close examination of all the Board’s records on medical 
staffing since 1948... . Quite apart from this the Board’s staff is so 
sorely pressed at the present time that to embark on this project 
would be quite impossible ”’. 

When regional-board officials and others show such 
scant interest in a problem of major importance, and when 
serious impediments are placed in the way of medical 
committee members who endeavour to secure factual 
information, it would seem high time for the Joint Con- 
sultants Committee to urge a nation-wide review of con- 
sultant establishments. I would further suggest that the 
various regional consultant and specialist committees 
should press their respective regional boards so as to 
ensure that the necessary information is made available. 
Once our professional committees have the facts it may be 
easier to overcome the deadly inertia and official buck- 
passing of the present time. 


Radlett, Herts. REGINALD S. MURLEY. 


Str,—The logic of Mr. Brearley’s letter of Jan. 4 is 
incontestible. The solution to the senior-registrar problem 
now and in the future lies in the appointment of more 
consultants, especially in general medicine and general 
surgery. However, the Ministry are unlikely to make 





1. Lancet, 1957, ii, 1336. 


any movements in this direction without being convinced 
that the hospital consultant service is in imminent danger 
of breakdown. Unfortunately, the undoubted shortage of 
consultants has been obscured since the inception of the 
service by the fact that most consultants have been work- 
ing overtime. This habit, which would be condemned 
immediately by any trade union, seems to be inseparable 
from a vocational profession. Ironically enough, the 
Minister is already supplying the remedy in the form of 
economic pressure, resulting from the steady decrease in 
the real income of hospital employees. No longer will 
these doctors be able to subsidise the health service on 
the scale which has applied in the past. They will be too 
busy attending to the chores, the repairs, and the decora- 
tions at home where adequate help can no longer be 
afforded. Waiting-lists will grow and the problems in 
question will be solved much more quickly than they 
would ever be as a result of the negotiations which are 
proceeding interminably. 

Liverpool. NoRMAN GIBBON. 


SYRINGES: CLEAN OR STERILE? 


S1r,—Your annotation of Jan. 4, drawing attention to 
the Nuffield Provincial Hospital Trust’s book on the 
planning and organisation of central syringe-sterilisation 
services, is most welcome, and I hope will further 
accelerate the spread of such services throughout our 
hospitals. In terms of economy and preventive medicine, 
central syringe sterilisation should appeal to lay and 
medical members of boards of management alike. 

It seems timely, too, to consider sterilisation of syringes 
in public health clinics and general practice, especially on 
account of the impending inoculation of adults against 
poliomyelitis. 

Mass inoculation campaigns in children, using one 
syringe, and a different, recently sterilised, needle for each 
child, have been happily free from the spread of syringe- 
transmitted hepatitis. In adults, however, such sub- 
standard technique—excused by some on grounds of 
practicability—seems likely, in the light of experience, to 
prove dangerous. There is ample proof in the literature 
that irrespective, of the type of injection, epidemics of 
hepatitis are likely to occur in clinic populations where 
each patient is not served with a sterile syringe and 
needle. Hepatitis is not generally listed by public health 
authorities as a notifiable disease, and since its incubation 
period is long, much harm may be done before the dangers 
are fully appreciated. 

Public health authorities and general practitioners, no 
less, therefore, than hospitals, would do well to reconsider 
their sterilisation arrangements, not only in terms of 
preventive medicine, but also perhaps, since the conse- 
quences of using contaminated equipment are well 


established, from the medicolegal aspect also. 
Stockport. R. S. Morton. 


Sir,—Your annotation of Jan. 4 makes no mention 
of the problems of syringe sterilisation in general 
practice. 

I have obtained a supply of 2 ml. Luer lock syringes with 
number-17 hypodermic needles mounted and protected by a 
metal needle guard. These are packed in a cylindrical 
screw-capped metal container, with a small cotton-wool 
plug. 

The containers are autoclaved for me at my local hospital 
and I imagine that most hospitals would cooperate with 
family doctors in this way. - 
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A safe sterile syringe in' one’s coat pocket, car, or visiting 
bag, ready for immediate use, with a sterile plug of cotton- 
wool for skin preparation, is particularly useful when 
answering an emergency call. 

London, S.E.26. R. N. JACKSON. 


TUBERCULOSIS IN THE SCHOOL 


Sir,—Many will agree with the opening and closing 
sentiments of your annotation.’ Certainly the tuberculin 
test is a-very useful tool in investigating the epidemiology 
of tuberculosis among schoolchildren. Not only does a 
positive reaction indicate which children need to be exam- 
ined more carefully and followed, but the identification 
of those who have been in contact with an infectious case 
of tuberculosis makes it possible to identify the source 
case among their current associates. Moss and Fair- 
weather ? have again demonstrated the great value of this 
approach to the prevention of tuberculosis. 

At the same time, the Clitheroe experience clearly points 
up a serious disadvantage of B.c.G. vaccination. Aside 
from the question of the logic of vaccinating the children 
who were still uninfected’ after the source cases had been 
removed, the positive tuberculin reactions engendered by 
B.c.G. will make a similar surveillance impossible in the 
future. Is not B.c.G. vaccination ynder these circum- 
stances rather like killing the goose that laid the golden 
eggs ? 

Division of Se Special H oat Heckie's Services, 


lic Health Season 
Washington 25, D.C 


GEORGE W. COMSTOCK. 
HAMORRHAGE IN LIVER DISEASE : TREATMENT 
WITH SEROTONIN ; 


S1r,—We have had the opportunity of testing serotonin 
in three cases of hemorrhage appearing in the course of 
severe liver disease. 

One patient had juvenile cirrhosis (postmalarial?) with 
hypersplenism (leucopenia, thrombocytopenia), hemorrhages 
and purpura, treated by splenectomy; two had severe 
and protracted epidemic hepatitis (post-transfusional in one) 
with a severe hemorrhagic state characterised by spontan- 
eous ecchymosis. 

To estimate the efficiency of serotonin the following tests 
were carried out before and after the beginning of the treat- 
ment with serotonin: 

The bleeding-time; the coagulation-time of the venous blood at 
37°C (Lee-White) ; the Rumpel-Leede test after venous stasis at over- 
diastolic arterial pressure for 5 min.; the clot retraction (serum 
expressed per 5 ml. blood after 60 minutes in the incubator); and the 
platelet-count. 


1. Lancet, 1957, ii, 784. 
2. Moss, P. S., Fairweather, J. H. Brit. ¥. Tuberc. 1957, 51, 258. 





Serotonin, 1-2 vials of 5 mg. intramuscularly, was given 
daily for a few days. It was well tolerated, and produced no 
local or general reactions, such as were seen after intravenous 
administration (e.g., tachycardia, hypertension, and dyspnoea). 
Improvement in the haemorrhagic state was indicated by 
cessation of bleeding in the skin and alimentary-tract hemor- 
rhages. The bleeding-time diminished in all three cases (see 
table). The coagulation-time improved, the Rumpel-Leede 
sign became negative, and the clot retraction improved, but 
the number of platelets remained at the same low level. 


From our data it seems that serotonia acts especially on the 
capillary resistance and clot-retraction without influencing, in 
the doses used, the number of platelets. 

The serotonin was kindly supplied by Messrs. Hoffmann-La Roche. 
NEUMAN MAuR 


Hospital of Infectious Diseases, 4 
FP. TEODORESCU. 


Colentina, Bucharest, Rumania. 


THE DIFFICULT KNEE 
Str,—May I congratulate you on your annotation of 
Dec. 14? I should, however, like to discuss several points. 
(1) A knowledge of the mechanism of injury is essential. 


(a) A direct injury can cause contusion and bruising of the 
soft-tissue structures such as the infrapatellar pad of fat, 
alar folds, synovial membranes, and menisci as well as the 
articular cartilages and bones of the tibia, femur, and patella. 
Unless these cases are treated by immediate active methods, 
including rest from all forms of strain, and appropriate 
graduated exercises, complications tend to develop which 
include an unstable knee, a stiff knee, articular cartilage 
erosion, chondromalacia patelle, and early joint degeneration. 
It would seem that too many cases with a history of direct 
injury are subjected to menisectomy far too soon. The effects 
of contusion and bruising, if allowed to become chronic, may 
take many months of treatment to overcome especially if the 
case has been neglected at the beginning. 

(6) The components of an indirect injury must be clarified. 
Was it a purely abduction strain of was there an element of 
rotation and flexion as well? A hyperextension injury may 
contuse the infrapatellar pad of fat and involve the structures 
in relation to the tibial spine as well as stretching or tearing 
the posterior capsular structures. It should be realised that 
in an indirect injury the, structures on one side of the joint 
are stretched or torn, whereas those on the opposite side may 
suffer direct injury and be contused and bruised. 

(2) Before operation the stability of the joint must be 
assessed, One of the menisci may be torn, but the prognosis 
is entirely different when there is a stable knee and when 
there is cruciate or lateral ligament laxity. The knee may give 
way on occasions without true locking and McMurray’s tests 
may be negative, but often, although flexion may appear to 
be full, a rubbery elastic feeling can be elicited and there is 
a distinct difference in the feel of the two sides. The patient 
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appreciates this difference as he can do a full-knees bend on 
the good side but not on the affected one. 


(3) At operation the femoral and tibial articular cartilages 
must be observed and the patellar one as well if necessary. 
These findings are important in regulating the tempo of 
convalescence and rehabilitation. The stability of the ligaments 
is again assessed under anaesthesia and direct vision. A recent 
case illustrates this point: 

A young rugger player aged 17 showed signs of a torn medial 
meniscus of the right knee. At operation there was no evidence of 
articular-cartilage damage and the ligaments were normal. He made 
a quick convalescence and had no trouble with this knee. Three 
years later he injured his left knee while parachuting and the knee 
continued to give way on several occasions. At operation, apart from 
the tear of the medial meniscus there was evidence of early erosion of 
the articular cartilage on the medial condyle. This knee now is 
returning to full function slowly. 


In a case of this sort it is essential not to force strenuous 
activity. 

(4) Chondromalacia patelle is certainly a common sequel to 
any injury of the knee-joint, but it often occurs in childhood 
and adolescence from no apparent cause. These cases can 
often be kept in circulation by modifying one of their activities 
such as avoiding P.T. and Corps work at school but allowing 
cricket and even football. They should wear sponge-rubber 
heels to avoid jarring and carry out conscientious daily 
home treatment and physiotherapy, first as a course and later 
once a week. Without treatment the condition progresses and 
may require operation. Occasionally, in spite of great care 
operation may be inevitable. 


(5) Every case of injury to the knee-joint, especially a joint 
in which menisectomy has been performed, is a potential case 
of osteoarthritis. The early physical signs of this condition 
are articular cartilage rolling and synovial thickening. Some- 
times in these latter cases even radiographs show a normal 
joint, but this constitutes the pre-X-ray phase of osteoarthritis 
and is reversible with appropriate treatment. Removal of a 
meniscus may be necessary in a middle-aged man associated 
with early osteoarthritis but it must be remembered that the 
operation itself gives three weeks’ rest from strain and in the 
more advanced osteoarthritis simple removal of the meniscus 
does not make them symptom-free. The patient is warned of 
the likelihood of osteoarthritis and if he will only persist with 
regular home treatment indefinitely he can delay the onset. 
This claim will be open to criticism but many patients in 
whom osteoarthriits has developed have been helped ‘by home 
treatment and courses of physiotherapy and lose their physical 
signs and symptoms. If a claim for a cure for osteoarthritis 
had been made 20 years ago the doctor would be considered 
a charlatan, but since it has been proved that articular cartilage 
can regenerate patients showing early osteoarthritis can 
themselves become symptom-free. It is essential in these 
cases, however, for the patient to continue home treatment 
indefinitely. 

(7) In about 2—5% of cases in which the diagnosis is difficult 
and in doubt, I have always found that arthrograms, as carried 
out by Somerville, have supplied the answer in almost every 
case. As performed by him this is a method without 
danger. 

(8) Few textbooks draw attention to the secondary effects 
on the joint above and below the injury. Such muscles as the 
hamstring and adductor magnus affect the movements of the 
hip as well as the knee, and in knee injuries they tend to con- 
tract and shorten. This also applies to the calf muscles and 
their effect on the movements of the ankle-joint. Full extensi- 
bility and flexibility of the muscles must be restored with full 
movements of both ankle and hip as well as the knee before 
the patient can expect to have a knee which is 100%. No 
patient with a knee injury should be labelled “ functional ” 
until full movement has been obtained in the hip, knee, and 
ankle joints as well as restoration of full muscle power. To 
obtain this the knee may have to be subjected to a series of 


controlled manipulations under thiopentone, as well as long 
courses of physiotherapy including gentle manipulations. 
London, W.1 W. E. TUCKER. 


ENZYME TESTS FOR GLUCOSE 

Str,—May I support Dr. Miller’s view (Jan. 11) of 
the reliability of the enzyme tests (‘ Clinistix’ and 
‘ Testape ’) as a means of detecting, but not measuring, 
urine-glucose ? 

The 11% of discrepancies found by Tunbridge et al.,’ and 
quoted in Prescribers’ Notes (May, 1957), arises from the 
assumption that a negative reaction with ‘ Clinitest’, or other 
copper-reduction tests, means that glucose is absent, whereas 
the true position is that the enzyme tests can detect a lower 
level of glycosuria than can clinitest, though the clinical 
significance of such a ttace of glucose may be slight. 

Reducing sugars other than glucose are not, of course, 
detected by the enzyme tests, but I have encountered only two 
substances which give false-positive reactions—namely, 
hydrogen peroxide and hypochlorites. The first is largely of 
theoretical interest, but many household and laboratory 
cleansers contain hypochlorites, and false positive reactions 
can arise from gross contamination of urine containers. 

I should be very interested to hear of a positive reaction in 
uncontaminated urine, where glucose was proved to*be absent 
—e.g., by paper chromatography. 

The specificity of glucose oxidase is not in dispute, and 
false-positive reactions are more likely to arise from substances 
capable of oxidising o-tolidine to give the blue pigment. So 
far as I am aware, no such substance has been found in urine. 


Department of Clinical Chemistry, 
Royal Infirmary, Edinburgh SAMUEL C. FRAZER. 


POSTOPERATIVE VENOUS THROMBOSIS 

S1r,—Your leader of Nov. 30 and Dr. Rivlin’s letter 
(Dec. 21) draw attention to the need for active movement 
in the lower limbs in the prevention of venous thrombosis 
in recumbent patients, and as a necessary supplement to 
anticoagulants in the treatment of established venous 
thrombosis. 

Many patients, however, are in need of exercise, but unfit to 
get up. Encouragement to move about in the bed, or to keep 
the lower limbs moving, is often insufficient to ensure adequate 
venous return, and many are naturally apprehensive lest they 
injure themselves or their operation wounds. There are special 





1. Tunbridge, R. E., Paley, R. G., Coulson, D. Brit. med. ¥. 1956, ii, 588. 











—_— 


ccntkewb eo se ef 


a -a) 


g9f2cse 








tter 
lent 
osis 
t to 
ous 


it to 
ceep 
uate 
they 
cial 


588. 








18 JANUARY 1958 


OBITUARY 167 





indications for actively exercising the legs in thrombophlebitis, 
and where venous thrombosis is feared after operation or 
during long recumbency. For this reason a leg exerciser was 
devised, the objects of which were: 

To allow movement against resistance, both at the ankles and knees, 
which the patient could continue to perform as required and without 
undue fatigue. 

To provide suitably padded pedals without danger of damage from 
friction or pressure over the skin of the heels or elsewhere. 

To make the apparatus portable and easily accommodated in a 
hospital bed benéath the bedclothes. 

The accompanying illustration shows the apparatus made 
for this purpose by the engineers’ department at the Queen 
Elizabeth Hospital, Birmingham. It was adapted from a 
standard bed-cradle, into which were built brackets to hold 
pedals suspended from above, hinged at suitable points, and 
attached to the cradle by springs, thus providing resistance to 
both ankle and knee movements. Hooks were so fitted that the 
sites of attachment of the springs to the cradle itself could be 
changed, and their tension readily adjusted to suit the require- 
ments of each patient. 


This apparatus has proved acceptable to patients, com- 
fortable in use, and of value in retaining muscle tone in 
recumbent patients. It should be helpful in preventing 
postoperative and other thrombophlebitic complications, 
and, in conjunction with anticoagulants, accelerating the 
resolution of cedema of the legs in, established cases of 
venous thrombosis. 

I am indebted to Mr. T. F. Dee, clinical photographer at the Queen 
Elizabeth Hospital, Birmingham, for the illustration, and to the 
engineering departments of the Queen Elizabeth and General 
Hospitals, Birmingham, for making the apparatus. 

Edgbaston, Birmingham. G. E. OWEN WILLIAMS. 


SANATORIA BEDS 

S1r,—In matters of medical treatment the pendulum of 
fashion is apt to swing too far and too fast. Dr. Beresford’s 
letter (Jan. 4) is an example of this. He can see no good in 
the larger sanatoria, where education of the patient, said by 
him to have little scientific basis, is still thought to be an 
essential part of treatment and rehabilitation. Further- 
more, such treatment is said to breed hypochondriacs. 
Nothing could be further from the truth. Considerable 
experience on both sides of the blanket has convinced me 
that the valetudinarian is a product of long domiciliary 
treatment. The patient idling around at home loses a sense 
of purpose much more rapidly than the sanatorium inmate 
whosé graduated activity is leading steadily on towards 
return to normal life and employment. 

Reading Dr. Beresford’s letter, one would think that the large 
sanatorium had nothing to offer except rules and regulations. 
What about laboratory facilities, resident staff, and surgical 
units ? It seems to me that many people have reached the 
erroneous conclusion that the treatment of pulmonary tuber- 
culosis has become just too easy since the discovery of 
streptomycin—a conclusion which may be responsible for the 
increasing number of patients admitted to sanatoria harbouring 
resistant strains of the tubercle bacillus. I have the good 
fortune to work in an area where adequate admission to hospital 
is still the treatment of choice in newly discovered cases, and as 
a result the proportion of resistant strains is below average. 
It is still high enough to make the use of all three standard 
drugs advisable at least until the sensitivity of the strains are 
known. 60% of our tuberculous admissions are still open cases. 

Presumably I am one of the “ interested parties ” who 
are striving to maintain the larger sanatoria. But what of 
Dr. Beresford ? Are there also interested parties striving 
to maintain the smaller units ? 

Cheshire Joint Sanatorium, 
Market 


Drayton, Salop. A. CLARK PENMAN. 


Obituary 





WALTER ELLIOT 


P.C., C.H., M.C., M.B., D.Sc. Glasg., LL.D., 
F.R.C.P., F.R.S., M.P. 


THouGH Walter Elliot was one of our rare medical 
Ministers of Health, in this and in the other high offices 
which he held he acted as a statesman with a medical 
background rather than as a doctor with an interest in 
politics. Nevertheless his work at Westminster and White- 
hall was firmly based on medical knowledge and biological 
principles, and if the marriage which he proposed between 
health and agriculture was politically convenient it was 
also a real contribution to the nutrition of a nation that 
was at that time, at least partially, malnourished. 


He was born in 1888, the son of William Elliot, of Muirglen, 
Lanark. From Glasgow Academy he entered the University 
of Glasgow. There, with O. H. 
Mavor, later better known as 
James Bridie, he had his first 
taste of politics in the light- 
hearted rectorial elections, (He 
once wrote a song in Welsh in 
support of Lloyd George, who 
was an unsuccessful candidate.) 
With Mavor he turned the 
undergraduate Glasgow Uni- 
versity Magazine into a pub- 
lication which became the envy 
of almost every other univer- 
sity. His popularity was shown 
by his unanimous election as 
president of the union. He 
shone at dinners or suppers and 
could lift the dullest of occa- 
™ sions into the realms of hilarity, 
Universal Pictorial Press for he was a brilliant “ off the 
cuff ” speaker. Like Mavor, he 
recognised the value of ridicule as a weapon. “ Each of them,” 
a contemporary recalls, “ delivered his thrusts with a smile, 
but Elliot’s arrows were more difficult to pull out. If, in 
argument, he was a formidable opponent, he could give and 
take with equal grace and charm.” After graduating B.Sc. in 
1910 and M.B. in 1913 he ges tiie neg: Beh ns 
Royal Infirmary before he joi e .M.C, ‘rom 
1914 to 1918 he served in France, winning the Military 
Cross and bar. 

Almost immediately after demobilisation Elliot was 
elected Unionist M.P. for Lanark, and his links with 
medicine began to slacken. For a time he served on the 
public-health staff of a London borough. A period of 
research on animal nutrition at the Rowett Institute 
(when John Boyd Orr was the chief) earned him the D.SC. 
in 1923. But thenceforward the main thread of his life lay 
in politics. He held junior offices in the Scottish Depart- 
ment, the Ministry of Health, and the Treasury dur- 
ing the ’20s. In 1932 he became Minister of Agriculture, 
in 1936 Secretary of State for Scotland, and in 1938 
Minister of Health. The quality of his work on the front 
bench and on the back benches of the House of Commons 
are shown by these tributes from a Civil Servant and from 
a fellow M.P.: 


Elliot’s stay as Minister of Health was all too brief, for he 
left in 1940 when the plans for the Emergency Medical 
Services and evacuation were beginning to prove their value, 
and when his experience and driving force would have further 
enhanced his reputation as an administrator. But Ministers 
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of Health come and go, and Elliot bore his disappointment 
with equanimity. 

On visits of inspection in England and Wales he was a 
delightful companion, keenly interested in everything and 
enjoying temporary release from his desk. He worked hard, 
too hard we thought sometimes, for he never spared himself. 
He took a special interest in nutrition, fostered by his experience 
as Minister of Agriculture, and I recall many talks with him 
and Lord Boyd Orr. New knowledge of the subject, partly 
through Elliot’s influence, was embodied in the Government’s 
rationing scheme. 

It is difficult to realise that he has gone from us. That tall 
figure so full of vitality, enthusiasm, and brilliance, that fluent 
speech adorned with Scottish accent, wit, and humour, that 
desire to serve his country which led him to arduous missions 
abroad, and also to represent his Sovereign as Lord High Com- 
missioner to the General Assembly of the Church of Scotland— 
all these seemed so essential a part of the national life. 

A. S. M. 


To most of us who were his contemporaries in Parliament, 
Walter Elliot will be remembered rather as an influential 
back-bencher than as a Minister and scarcely at all as a doctor. 
“Colonel Elliot” frequently, “ Mr. Elliot” often, “ Dr. 
Elliot ” hardly ever. That he had an abiding interest in and 
affection for his first profession, medicine, there can be no 
question. He served effectively as Under-Secretary for Health 
at the Scottish Office and as Minister of Health in Whitehall. 
Yet he gave the impression that he was mindful of the saying 
current before his time in the Ministry that “ doctors do not 
make good Ministers of Health ” and preferred to base himself 
on a Parliamentary rather than a medical reputation. He was 
not outstandingly active in the negotiations and debates over 
the National Health Service Bill. But his position in recent 
years as a vigorous and respected back-bencher is unassailable 
and he was prominent in the discussions in the Conservative 
“1922 Committee”. The niche he cut for himself was as an 
interpreter of back-bench opinion to Cabinet Ministers and 
as an interpreter of the Cabinet to the parliamentary party. 
He could speak with freedom in both circles, knowing that his 
opinions would be listened to. I can recall more than one 
occasion when tensions were resolved by his intervention at 
party meetings. 

His capacity for friendship, his wise and well-stored mind, 
and his exceptional experience meant that he was often called 
to head delegations and to speak as a representative parlia- 
mentarian. This was a role in which he seemed more at home 
than in the rough and tumble of party politics—though he 
never disdained the dust and turmoil of party conflict—and 
will be the contribution to the work of the House of Commons 
for which he will be gratefully remembered by those who worked 
with him. The House needs a handful of statesmen free to 
move at need above the arena of our daily concerns. Walter 
Elliot, by his natural endowments, his personality, and his 
experience was one of these. The House has too few of them 
and his death is a real loss. H. L, 


Though Elliot did not return to Ministerial office after 
1940, as these tributes show he continued to give much 
valuable service. One of his interests in these last years 
linked him once more directly to medicine, and of his 
presidency of the Royal Institute of Public Health and 
Hygiene J. B. A., who had known him since they were both 
students in Glasgow, writes: 


Immediately after the first world war I, then an R.M.O. at 
the Royal Chest Hospital of London, renewed my acquaintance 
with Walter Elliot who, though his foot was on the first rung 
of the political ladder, was at that time interesting himself in 
public health and acting as a part-time assistant to a medical 
officer of health in a London borough. We had many conversa- 
tions over lunch at the hospital and I was impressed with the 
keen interest which he took in preventive medicine. Later 


it was my privilege as a member of council of the institute 
to approach Elliot to ascertain whether he would be willing 
to become our president. It was characteristic of the man 
that he did not accept this office before acquainting himself 
with the work and activities of the institute. From his election 
in 1946 he was not only a figurehead but an active president, 
and on many occasions he addressed from the chair the fellows 
and members. 


Behind the public figure there remained the man, and 
of him his friend T. J. H. writes: 


Walter Elliot carried his sense of fun through every phase 
of his career. His interests were multiple and if he took up a 
subject he made it his business to master it. He was a friendly 
man, and although as a public figure he had his critics, over the 
years he never lost his capacity for making and holding friend- 
ships. The distinctions and honours which were conferred on 
him reflect in some measure the great services so cheerfully 
given in and out of office, academic and political. He was 
bound to meet with disappointments and frustrations, but he 
appeared to regard them as part of the art of living, and never 
permitted sourness, bitterness or regret to mar his countenance 
or speech. A very full life has reached its close. In many and 
different circles, particularly in Scotland where he was 
respected, admired, and loved, it will be a long time before we 
become accustomed to the idea that Walter Elliot is no longer 
with us. 

Elliot died on Jan. 8 at his home in the Borders and is 
survived by his second wife, formerly Miss Katharine 
Tennant. 

Miss EDITH HALL 


H. M. M. M. writes: 

Edith Hall was elected obstetric surgeon to the Mothers’ 
Hospital, London, in 1923. She held this post for about 
26 years and was latterly chairman of the medical committee. 
Her warm human kindness, understanding, and integrity 
earned the affection of all who knew her, and her obstetric and 
gynzecological skill and judgment won the confidence of those 
who worked for or with her. At the end of a hectic day, one 
of her registrars remarked that when obstetric emergencies and 
anxieties piled up in the wards and labour-rooms, the arrival 
of Miss Hall in the hospital brought immediate relief and 
a sense of calm—a spontaneous tribute which reflects the 
remarkable influence she possessed, as well as being a tribute 
to her outstanding ability as an obstetrician. Her wisdom and 
personality were a valued asset both to the Mothers’ Hospital 
and to her colleagues, and her resignation, when she found 
her professional burden too heavy, was a lasting loss. The 
sympathy of all who knew her goes out to her sister and close 
friend, Dr. Marjorie Hall. 





Appointments 





Berrne, EIgen M., M.B.N.U.1., D.C.H., D.P.H.: assistant divisional M.O., 
Jacous, Reem. RACHEL, M.D. Prague, D.P.H., D.OBST. : assistant M.O. (administrative), 
McNaMarRaA, Sas E., L.M.s. Newfid.,*D.P.H., D.OBST.: assistant divisional 
Fie 0., haps cn 
F.R.C.S., D.L.O.: part-time consultant £.N.T. 
BK Ns fala Royal Hospital. 


Pret yen ALBERT, M.B. Birm.: assistant, M.0.H., Sutton Coldfield. 
PinxerTON, ISABELLA M., M.B. Wales, D.P.H.: assistant M.O., High Wycombe 
area. 


Twespy, P. S., M.D. Lond., M.R.c.P.: physician (S.H.M.0.), geriatric unit, 
Newcastle group of hospitals. 





Births, Marriages, and Deaths 





DEATHS 
MEREWETHER.—On . Royal Hospi Folkestone, 
Henry Seborne! MacCabe ee cee 0.B.E., = of Lympne 


Hall, Lympne, Kent. 
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Notes and News 





CONTROL OF NARCOTICS 

IN its report! for 1957, the Permanent Central Opium 
Board of the United Nations says that the operation of the 
system of control of narcotics has improved in the past five 
years; statistics have,been fuller, more accurate, and more 
promptly submitted, though some countries cooperate less 
well than others. The board deals with all narcotic drugs. 

One of the effects of the controls introduced in 1925 and 
1931 has been that it is now almost impossible for addicts to 
get narcotics from legal sources. The legal production is vir- 
tually limited to medical and scientific needs, except in the case 
of coca leaves and cannabis; the quantity of coca leaves pro- 
duced for chewing is unknown but was not less than 9600 tons 
in 1956 (thirty times the production for medical use). From 
1955 to 1956 the quantity of opium produced decreased, while 
the amount used in medicine increased. Only three countries 
manufactured heroin in 1956, and the international trade was 
negligible (1 kg.). 32 synthetic narcotic drugs were controlled 
by 1956; pethidine is by far the most commonly used, the 
United States accounting for two-thirds of world consumption. 


NOTIFICATION OF ACUTE RHEUMATISM 

UNDER the Acute Rheumatism Regulations, 1953, the disease 
must be notified in Cornwall, parts of Lindsey, the county 
boroughs of Bristol, Grimsby, Hull, Lincoln, Salford, and 
Sheffield, and the borough of Ilford. These regulations have 
now been extended indefinitely. It is possible, the Ministry 
of Health says, that the areas in which the disease is notifiable 
may later be increased. 


LESSONS IN REPRODUCTION 

THERE has appeared a sprightly little picture-book * of first 
lessons in human reproduction and sex for four-to-eight- 
year-olds and their parents. The line drawings, by Gerda 
Nystad, of children and young adults, clothed and naked, are 
modest and pleasing, and the text shows well how to say 
enough and not too much to the inquiring child. The sketch 
of the unborn at ease in a womb without exit but pierced 
by an umbilical feed-pipe seems a little fanciful in such factual 
context, but the book should both please and profit those it is 
meant for, 


NEW MEDICAL FILMS 
Acidity, Dyspepsia, and Peptic Ulcer (16 mm., sound, colour, 
28 min., Britain, 1957) presents dyspepsia as an imbalance 
between gastric acidity and tissue resistance, 


It shows that statistically there is a relationship between acidity 
and the incidence of peptic ulcer, but ulcers that arise where acidity 
is normal indicate a low tissue resistance. Methods of measuring 
gastric acidity are shown and the histamine response is described. 
In the second half of the film the cause of pain is considered and 
methods of reducing the acidity mentioned. Finally, the advantages 
are set out of a proprietary preparation for this purpose. 

The film gives a concise exposition on the modern view of dyspepsia 
but the emphasis on a particular treatment detracts from the value 
of the film for teaching purposes. The commentary is excellent and 
carries the weight of the exposition. The picture is largely diagram- 
matic and at times the artist seems to be hard pressed to fill the. 
screen with appropriate symbols to match the lecture. The film may 
be obtained free from C. L. Bencard, Ltd., Minerva-road, Park 
Royal, London, N.W.10. 


The Manchester Regional Hospital Board is responsible for 
a film, There was a Door (35 mm., sound, black and white, 
30 min., Britain, 1957), on mental deficiency. 


Taking as its text “ It is not in the best interests of patients fit to 
live in the general community that they should live in large and 
remote institutions—cut off from the world ” (from the report of the 


1. Permanent Central ( Opium Board: Report to the Economic and Social 
Council on the Work of the Board in 1957. United Nations, Geneva, 








1958. Pp. 83. 5s. 6d. Obtainable from H.M. Stationery Office, P.O. 
Box 569, London, S. = 1. 

2. Peter and Caroline. A child asks about childbirth and sex. By STEN 
HEGgLER. London: Tavistock Publications Ltd. 1957. Pp. 29. "as. 6d. 


Royal Commission on Mental Illness) the film discusses the problem 
of the overcrowding of hospitals with mentally deficient patients, 
many of whom could be trained to undertake suitable work and live 
at home. The training centre at Oldham is described, and municipal 
and county authorities are encouraged to set up similar centres for 
the training of mental defectives in their areas. 

The film puts extremely well the case for keeping mentally defec- 
tive patients out of hospital ; this coincides with the recommendation 
of the Royal Commission, though the film was in production before 
the report was published. The film is designed primarily for local 
health authorities, and it is therefore surprising that some patients 
with extreme mental deficiency, who are unsuitable for training, are 
shown in the film. Indeed the film should be very carefully intro- 
duced when shown to non-medical audiences. The production is of 
professional standard. The film is available on hire from Sound 
Services, Ltd., 269, Kingston Road, London, S.W.19. 16mm. 
prints will probably be available shortly. 

Nobecutane—A Plastic Surgical Dressing (16 mm., sound, 
colour, 23 min., Britain, 1957) describes the properties and 
uses of the plastic skin dressing in surgery and other fields. 

The film mentions its advantages over conventional dressings, and 
shows in detail its application to an operation wound and the sub- 
sequent removal of sutures. Other varied situations are named where 
the dressing has proved valuable, and the film ends with a summary 
of its properties. 

This is a very good film that convincingly presents the advantages 
of the plastic dressing. A black and white sequence of the Korean 
war could be omitted, but otherwise the pictures and commentary 
contribute equally to the smooth exposition. The colour photography 
is excellent and the commentary authoritative and clear. The film is 
available free from the Film Library, Evans Medical Supplies, Ltd., 
Liverpool. } 





University of London 

On Dec. 18 the degree of M.D. was conferred on F. W. 
O’Grady. 
University of Bristol 


The following have been approved for the degree of M.D.: 
A. J. Coppen, D. G. Davies, G. Walters. 


Order of St. John of Jerusalem 

The Queen has sanctioned the following promotions in, 
and appointments to, this Order. 

ad Knights. —J. T. Whitley, 0.8.£., M.B., R. V. S. Cooper, M.B. 

Commanders (Brothers).—Sir Todd, K.c.v.0., 0.B.B,, F.R.C.P., 

Sif Charles Dodds, M.Y.O., F.R.C.P., F.R.S., D. P. Melntyte, F-8.c.8.5 C.S.E., J. C. R. 
Buchanan, C.M.G., M.D., F.R.C.P., CH. Drake, M.R.c.s., D. W. hig a oe 
M.D., F.R.C.S.1., M. Y. Paget, M.R.C.S., Air "Vice-Marshal L. M. 
cas, ua, George Swapp, hes. M.M., M.B., H. H. Hurst, M.B. 

D. Teare, Rg Squedron-Lesder Cauthery, 
mew, Sumner M.R.C.S., Morrison, 
L.R.c.P., Alexander Chalmers, M.B. Ne F. F M.D.» t.p., A. G. Walker, 
M.B., R.G.S 2 M.8., R- H. Ripping, MB. H. Scott, M.R.c.s., S. Ww. 

Sere - - GEG Clarke, M.. N. M. Wi M.R.C.S., F. P. 

G. Neison, M.B., J. M. Pedler, M.B., N. G. Hoddle, M.B., 


Royal Commission on Remuneration 

The Royal Commission on Doctors’ and Dentists’ Remun- 
eration will hold a public hearing on Thursday, Jan. 23, at 
Church House, Great Smith Street, London, S.W.1, at 
11.15. 4.M. Representatives of the British Medical Association 
have been invited to attend. 


International College of Surgeons 

Forthcoming meetings of the college include a scientific trip 
to the United States, leaving about March 1 and 
about March 22, and a meeting in Brussels from May 15 to 18. 
Further particulars may be had from Dr. J. F. Brailsford, 20, 
Highfield Road, Edgbaston, Birmingham 15. 


World Federation for Mental Health 

On Jan. 24 Dr. Brock Chisholm, president of the World 
Federation for Mental Health, will speak at Leeds on Human 
Problems of the Atomic Age. This will be the annual public 
lecture arranged by the United Kingdom committee of the 
Federation. It will be given in the great hall of the University 
of Leeds at 6 P.M., and tickets may be had for 2s. 6d. from the 
northern secretary, National Association for Mental Health, 
9, Mount Preston, Leeds, 2. 
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Royal College of Surgeons of England 

At a meeting of the council on Jan. 9, with Sir James Paterson 
Ross, the president, in the chair, Mr. B. K. Rank, of Melbourne, 
was appointed Sir Arthur Sims Commonwealth travelling 
professor for 1958. Dr. G. S. W. Organe was appointed Joseph 
Clover lecturer for 1959. 

Dr. C. A. Keele was elected to the fellowship of the Faculty 
of Anesthetists. A diploma of fellowship was granted to 
A. B. Cassie, and a diploma of membership to V. P. Nagpal. 

The following diplomas were granted jointly with the Royal 


College of Physicians: 
D.L.O.—Paul Abbey, Rasheed 7 Z. H. Alvi, jyine Bihari, Thomas 
Cartmill, R. A. Coles, B. R. Das, M. J. Aa ‘hag - oo va 
Hall-Jones, Martin Horowitz, Y. P. Kapur, G ‘ = 
Ishwar Narain, N. B. Parvathiah, Jeffery Potter, aN Presed. 1 Rajendr 
ss I. P. C. Robertson, D. S. Sardana 
.4.—F. D. Adrianvala, Eleanor K. Althorp, 5 ia Ww. fate & 
Ashurst, Roma M. Bedford, Abraham Berry, Jane I. K. Binnie, H Blane, 
Margaret A. E. Boyce, J. H. Breed, R. A. Butler, P. if Byles, Joan M. Byrne, 
y sag Gon, J. M. Clark, R. J. Clark, W. H. a G. F. Conway, 
oombes, a B. Coulter, Reidom M. Dolan, L. one, 
Sa niece M. de Valero Wills, B. J. Dolan. R. +. S te: 
ae uharson, M. :7 Fielding, G. a Freedman, B. L. G 
Gurjar, Christopher yaw, R t Ww Hail, 4, D. Hart, 
set's 3 brat Husain A Ww. G. eliand Ann TB Jones ; 
shrat Husain, ones, 
Simi J, 1B 


9! eG oir fe Lee Lau, 
J. L. Layng, Phyllis "3 Liddle, G Re iesia. J}. Vv. M 
McCormick, S. W. N. R. E. W. M 
Manning, Maung i McGowan, N,N Madan RW, Ma - Miller, 
D. R. Morgan, Ada C. Morrison, Joyce Newman, B. A. Nixon, Krish- 
napathee Parbhoo, T. F. J. Parker, A. Ss. Paton, P. A. P. Pompa, Diana 
Ratcliffe, D. D. G. Simpson, h, Harold Slomowitz, J. A. 
Stainton-Ellis, K. D. Stephenson, C. R. S$ S. Thomas, J. 
Toner, Patricia A. Topham, Sohrab Rustomji Unarigas R. D. Unkles, 
Sariphorn Vanikieti, F. . Walter, Elizabeth M. B. Watson, A. I. Weinreich, 
S. Whiting, D.C. M. Wilcox, P. F. Willis, J. E. York, Freda Young. 
=) M.R.D.—D. A. Alderson, Keith Ashcroft, Kyaw ne W. R. Barrow, 
. & Bernstein, M. P. Bhalla, Savas Bissylass, H. J. Bloch, 
D: F. Cantwell, — e Cohen, I. D. Davies, M. L. » R. F. Fouche, 
John Fraser, RW alloway, J. J. pre Kenneth i 
wood, Naphtali Joffe, a Soe cane 4 Lamb, James Lees, J 
A. B. McGrigor, M ody RC. Michell, SL Mil 
Movsas, N. OrGonselt, ——— Patton, J. J. Prior, K 
Percy Oth Broughton Ridgway, J. H. ‘Rustage, 
= M. Saxton, S. N. Sender, M. P. Shannon, Eli Sheville, M 
. M. Strathern, D. F. Street, Gate Sullivan, S. N. B 
Fate R. P. Vass, Peter Ward, W. ong. 
D.P_M. Armitage, Grace Bainbridge, A . H. Borowitz, A. M. 
Bradfield, S W. G. Caseley, M. R. Chaudhry, A +" Cooper, F. H. Corbitt, 
I. McK. Davie, R. N. Davis, Joseph Erulkar, G. W. Fenton, Albert Gage, 
E. os Tan Hadfield, 


is Harris, a Hays, G. A. Heasman, 
May P. Henderson, William Leggat, _ 
Macentee, N. K. Macrae-Gibson, W. 


ine 


a =~ Sneh 


ag red Loucas, N. C. 

K hall, Pamela G. L. W 
Mason, W. J. Nicholson, V. R. Ntsekhe, P. M. J. O’Brien, J. R. Palmer, 
Barbara Petrovskaia, Abe oy E. W. Poole, J. H. Price, J. R. Roy, Barbara J. 
Salisbury, G. H. Scott, J. C. Scott, Karam Singh, W. B. Spry, J. S. Stead, 
A. A. Sugerman, S. 4 Syalee, W. D. Wilson, Waclaw Wollen. 


DTM. & H— F. McElligott, Umasanker Sahay, Thambo 
Tharmaratnam. 

D.Path—B. B. Beeson, P. W. J. Bosman, S. M. Desses, Geoff: 
Garrett, Barbara E. Grahame, I. J. Hunter, Felix Kurrein, C. J. McDonald, 


Je eM M. J. Catton, M. L. Graeme, Bashir 
Hussain, P. Y ishnamete Co » « Milburn, S. K. Sen, Tin U.EJ. E. J. Wright. 
National Association for Mental Health 

This association is holding a conference on the report of the 
Royal Commission on the law relating to mental illness and 
mental deficiency, on March 6 and 7, at Church House, 
Westminster, S.W.1. 

The speakers will include Dr. W. A. L. Bowen, Dr. D. H. Clark, 
Dr. J. D. Kershaw, and Dr. Denis Leigh. Further particulars may 
be had from the conference secretary of the association, 39, Queen 
Anne Street, W.1. 2 


Chronic Rheumatic Diseases 

A weekend course with lectures, ward rounds, and practi- 
cal demonstrations will be held at the rheumatism unit of 
St. Stephen’s Hospital on March 15 and 16. 

Professor J. Trueta will open the course, and the speakers will 
include Dr. Francis Bach, Dr. Grace Batten, Dr. Raymond Daley, 
Dr. Philip Ellman, Mr. H. E. Harding, Dr. F. Dudley Hart, Dr. 
R. H. Marten, Mr. G. Pritchard, and Dr. Gordon Signy. Further 
particulars can be obtained from the secretary, Fellowship of Post- 
graduate Medicine, 60, Portland-place, W.1. 


Appointment in Northern Ireland 

Dr. W. McCartan, who recently retired from the post of 
physician-superintendent of St. Francis and Hurstwood Park 
Hospitals, Haywards Heath, has been appointed medical 
inspector of mental hospitals in Northern Ireland in succession 
to Dr. F. G. L. Barnes. 


International Congress of Physiological Sciences 

This congress will be held in Buenos Aires from Aug. 9 to 15, 
1959. Further particulars may be had from the secretary, 
Facultad de Ciencias Medicas, Paraguay, 2151. 


London Skin Hospital 
In accordance with the decision of the North West Metro- 
politan Regional Hospital Board, this hospital will be closed 
for the treatment of skin conditions on March 31. Patients 
still under treatment at that date will be referred to their 
may practitioners. New patients will not be accepted after 
eb. 14. 


Dr. J. A. Fraser Roberts has been elected president of the Royal Anthro- 














Institute. . 

CORRIGENDUM: New Year Honours.—We regret that our mistake 
the name of Dr. Clarence Smith ap; twice in our “a median 
honours (Jan. 11, p. 100). Dr. Smith in fact was appointed 0.8.8. 

Diary of the Week 
JANUARY 19 TO 25 
Monday, 20th 
HUNTERIAN SOCIETY 
8.30 p.M. (Mansion House, E.C.4.) Sir Ernest Rock Carling: Biological 
Systems and Atomic Radiation. (Hunterian lecture. 
Tuesday, 21st 
Royat Society oF Mepicrng, 1, Wi 


Street, W.1 ‘ 
8 P.M. Pathol . Prof. J. Firket ( i¢ge): Cancer of the hung in the 
Indus Area of Liége during = Years. 
BritisH PosTGRADUATE MEDICAL tomate 
5.30 p.m. (London —— ooo and Tropical anne, Keppel 
Gray: Influence of Covem on the 
se of Calls and "issues tg Toising Radiation 
Sr. Many’ $ OSPITAL MEDICAL SCHOOL, W 
5 p.m. Prof. Charles Rob: Ileus. 
INSTITUTE OF LARYNGOLOGY AND OroLocy, 330, Gray’s Inn Road, W.C.1 
5.30 p.M. Prof. F. C, Ormerod: Sinusitis 
INSTITUTE OF DERMATOLOGY, Lisle Street, W.C.2 
5.30 p.m. Dr. R. H. Meara Diseases in Children I. 
FOR THE STUDY OF ADDICTION 


ope Ah Onte Sureet,W1) Sir Adolphe Abrahams: Use and 
use 
MANCHESTER ty) Le 
4.30 P.M. (Medical School, University of Manchester.) Prof. Robert 
Platt, P.R.C.P.: ae oe and Galton. 
UNtvers!ty oF St. 
5 P.M. Prof. A. E. Ritchie: ethods of Stimulation and Potential 
Recording in Neuromuscular iecdens. 
Wednesday, 22nd 
Royat Society OF MEDICINE 
5 P.M. — Sheila Sherlock, Dr. Julius Lee, Dr. G. W. 
Bisset, Dr Summerskill: Endocrine Changes in Liver 


Disease 

POSTGRADUATE MEDICAL ScHooL, Ducane R 

2 p.m. Dr. R. R. Race: Contributions 

etics. 

INSTITUTE_OF DISEASES OF THE CHEST, Brompton, S.W.3 

5 p.m. Sir Russell Brock: Basic Principles i in Heart Surgery. 
INSTITUTE OF DERMATOLOGY ; 

5.30 p.m. Dr. Henry Haber: Cellular Nevi. 
NoTTINGHAM Mepico-CHiruRGICAL Society, 64, St. 


8.30 p.m. Dr. C. A. Boucher: Accidents in the Home. 
MANCHES 


TER MEDICAL SOCIETY 
4.30 P.M. (Medical School.) aye and Pathology. Prof. Alexander 
Haddow: Recent Trends in Cancer Research. 
Thursday, 23rd 
Unrversity CoLLeGe Lonpo! ge 
5 p.m. Dr. E. Lester Smith: Bi ‘unctions of Vitamin B,2. 
Roya Society OF MEDICINE 
8 P.M. Cote. Prof. N. F. Maclagan: Urinary Colloids. Mr. 2 
Carver: Bilateral Orchidopexy and Bes Mr. Norman 
Bacteremia and Septicemia fed Urological Operations. 


BRITISH POSTGRADUATE MEDICAL 
5.30 p.m. (London School of H: and Tropical Medicine.) Mr. A. F. 
and in Voluntary Muscle. 


W.12 
Blood Groups to Human 


James’s Street, 


iw, Gower Street, W.C.1 
jochemical F 


INSTITUTE 
, .M. ; Skin Diseases in Children I 
me OnrHoraspic ros Wingfield- Morris ctiaguitic Hospital, 


8.30 P.M. Dr. J. D. Mineiro: Arteri in Orthopedic Ms 
LiveRPOOL MEDICAL INSTITUTION, 114. eg Pleasant, wy 
8 p.m. Dr. aii Dr. A. Jones, Dr. Leonard Findlay: 


Wisiaienst es “is Fm Queen’s Coll 
Gilding: Capillary 


5 p.m. Prof. H. P. ation es Tissue Fluid 


Friday, 24th 
Royal SOcIETY OF MEDICINE . 
5 p.m. Pediatrics. Dr. C. A. Boucher, Mr. Douglas Jackson: Prevention 
of Accidents in emeet 
yey 4 Mepicat SCHOO! 
10 a.m. Mr. T. G. I. James: Spinal Cord Tumours. 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY 
3.30 P.M. Mr. N. Asherson: Deafness. 
wade Mr. G. H. Howells: Malignant Diseases of the Accessory 
inuses. 
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HYDROMYCIN—a combination 
of hydrocortisone and 
neomycin for prompt and 
effective control of both 
inflammation and infection. 
SAFE . EFFECTIVE 

PROMPT IN. ACTION - WELL TOLERATED 


OINTMENT 
1% Tubes of 5 and 15G. 
HYDROMYCIN 7°5209°%5 
1.5% Tubes of 3 G. 
EAR/EYE DROPS 
1.5% Bottles of § tt. 
Literature and further information gladly sent on request. 
BOOTS PURE DRUG COMPANY LIMITED - NOTTINGHAM « ENGLAND 


$308 
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When a baby needs a ‘made to order’ food, you may find that we already make 
exactly what you want for him. For example, we make Edosol, a low-sodium synthetic 

milk powder formulated to meet the stringent requirements of low-sodium diets: and 
the latest addition to our range is Minafen, a food with a low phenylalanine content 

for the treatment of phenylketonuria. In fact, we are specialists in baby foods. You 

probably know us as the makers of Humanised Trufood, Spoonfoods and Trufood 

Cereal. You may now want to know about the other foods we make. For the ‘Guide to 
Trufood Products’, please write to Trufood Ltd., 113 Newington Causeway, London, 8.E.1. 





a.) * 8 9 46 eS 


Wit OrOIRE for the best babies - 


Pa ek ee tacit Pati 


HUMANISED TRUFOOD ° SPOONFOODS ° TRUFOOD CEREAL FOOD 


TFO 968-7249-100 
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Swawn-Motten 


SURGICAL BLADES AND HANDLES 


~~ 4 SE 
=. AULA 


GL _ at. - 


Ever-increasing numbers of hospitals the world over rely 











on Swann-Morton quality and dependability. The enduring 
cutting edges, uniformly sharp, are produced by unremit- 


ting care and individual attention to each blade. 


= —=~— A 
=_ <= 


FIVE SIZES OF HANDLES, PRECISION MADE, 
COMPLETE THE RANGE 


Swawn- Moston (SALES) LTD., SHEFFIELD 6, ENGLAND 
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PHILIPS 








« &D 


for people of all ages 


So many people would feel all the better for the stimulating warmth 
and sunshine provided by Philips Health Lamps. For instance, when 
used under medical guidance, these lamps are often remarkably 
successful in treating rheumatic complaints and debilitated conditions. 
Two types of lamp are available, both requiring a signed medical 
certificate to enable the patient to purchase. 


Philips Infra-red EMFRADHIL 


Philips Infraphil was used in the medical centres at the last two 
Olympic Games. It is most valuable in alleviating the pain of arthritis, 
rheumatism and muscle-strain. For AC/DC Mains 110-250 volts. State 
voltage when ordering. 

Infraphil Infra-red Lamp (made in Holland) Price : £3 3s. 0d. 

also available de-luxe model “‘A”’ Price: £4 4s. Od. 


Philips Ulitra-violet SUNLAMIID 


Philips Suniamp gives the blessing of “* Mountain sunshine ’’—a boon 
in convalescence and, as many doctors know, is useful for treating skin 
troubles, such as psoriasis. For AC Mains only 200-250 volts. 
Ultra-violet Sunlamp (made in Holland) Price : £5 17s. 6d. 


PHILIPS ELECTRICAL LTD 


ELECTRICAL APPLIANCES DIVISION 








Century House + Shaftesbury Avenue - London + W.C.2 
(INF2085A) 
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The toast of the clubhouse. 


Unfortunately, an all too rare achievement. 

But treating hypochromic anaemia with Neo-Ferrum 
proves, in one stroke, an assured success. 

One of the best tolerated of iron preparations, 
Neo-Ferrum quickly improves the blood picture... 


reduces gastro-intestinal upset toa minimum... 





can be confidently prescribed for even the most delicate digestion. 


. 
Liquid 6id per fluid oz. 
s Tablets 1/5id for 25 
Infants‘ formulation 2/54 per bottle (with pipette) 


THE CROOKES LABORATORIES LIMITED - PARK ROVAL - LONDON NW10 © 








The great charm which Lucozade holds for the invalid palate justifies 
its use in helping to maintain the level of the blood sugar. Particularly 4 
is this so in conditions where all ordinary foods and fluids may be 
vomited. General medical experience shows that Lucozade is of value 
wherever the oral administration of glucose is indicated. 













Lucozade requires no preparation. It is a lightly 
carbonated glucose solution with an attractive 
golden colour and a pleasant citrous flavour. 
The liquid glucose content is 23.5% w/v 
or about 21 calories for each fluid ounce. 


LUCOZADE 
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Head Office 
London Offices 





For particulars of how you may become a member 
of this vigorous profit-sharing Society write to 


Availability of 


The intermediate bonus 


policies has been raised 


by yet another 2s., from het : ? P , 
44s. to 46s. per cent. per _ Deficiencies of single factors of the Vitamin B 
annum compound for Group do not occur. Accordingly, even if a deficiency 
each premium paid since condition appears to result from the lack of an 
31st December, 1953. individual factor of the group and it is considered 

_necessary to give intensive treatment with this factor, 
the entire Vitamin B Complex should always be 


f/- in Vitamins in Yeast 


A worthy addition to the Unique Record and a administered concurrently. 
good meee for the vested bonus to be declared It is, however, extremely important, in view of 
at the division of profits at the end of 1958. suggestions in recent publications, that the vehicle 


selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient. 
Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the human system. 
@ Aluzyme is not advertised to the public and may 
be prescribed on form E.C.10. 





NON-AUTOLYSED YEAST ‘ 





FUN )) with completely available Vitamins 
AND LIFE ASSURANCE SOCIETY Have you had your free copy of “The Therapeutic and Nutritional 
Value of Brewers’ Yeast’? 


9 St. Andrew Square, Edinburgh, 2. Professional Samples and Prices on request from:— 


17 Waterloo Place, S.W.t. ALUZYME PRODUCTS 
PARK ROYAL, LONDON, N.W.10. 


















DALMA S 
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Leukematous and Venous ulcer 
of the leg, treated by 
LESTREFLEX STRAPPING 


The diagram on the left 
shows the case of an ulcer 
54” x 94° treated with compres- 
sion bandaging by Lestreflex 
Diachylon. 

Healing took 7 months. 

The photograph shows a sound 
scar seen 14 months later. 

The pressure bandaging was 
maintained for 1 year, changed 
every 6 to 7 weeks. 

Use Dalzoband Zinc Paste ban- 
dage as an under-cover for 
sensitive skins. 

For pressure therapy in con- 
nection with the treatment of 
Varicose Veins, Dalzofoam is 
recommended. 


LESTREFLEX 


DIACHYLON 


BANDAGE 


Send for samples and further 
details to the manufacturers :— 
er TP ere SEN ERS LEICESTER 
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Where Medical Practitioners 
find Specialists in 


NON- CANCELLABLE 
—wtt Rogie 

SICKNESS & ACCIDENT 
INSURANCE 


3 LIFE ASSURANCE 
3 PERSONAL PENSION POLICIES 


When you ore BUYING A ahh A pe ask ped details 
of the HIRE PURCHASE SCHEME of the MEDICAL 
SICKNESS FINANCE CORPORATION LTD. 


Please write for particulars, mentioning this advertisement. 


SICKNESS ANNUITY 
ASSURANCE SOCIET 


ME DICAI 
AND LIFI 


2 
CAVENDISH SQUARI 














w.! 
2991 


LONDON 
LANgham 


3 CAVENDISH SQUARE 
Telephone 












THEY ARE TRAINING 
EVERYONE'S BENEFIT 


Lads now learning to be seamen 
may be the skippers and men 
—— help to keep our sea lines 
The future safety of our 
saritime traffic and contacts is 
in their hands. They must have 
as complete a nautical —? 
as possible—and at the B.S.S 
Sea Training School they receive 
such preparation. But, to con- 
tinue this essential work, the 
School must have financial ade 
Will you please help ? Your gi 
however small, will be ean 
gratefully acknowledg ed. 


BRITISH SAILORS’ SOCIETY 


Hon. Treasurer: Rt. Hon. Lord Coleraine, P.C. 
680 Commercial Road, London, E.14 
General Secretary: Stanley Heesom, O.B.E. 








NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home 
235-7 BALLARDS LANE, N.3 Tel.: FiNchley 5283 


Resident Med. Director Dr. R. M. RIGGALL, 
Mem. Brit. Psycho-Analytical Socy. 


Deep insulin coma unit, psychotherapy, etc. 





For 15-day Sunshine holidays 


“APAL" BOOKLET 





“SEE SPAIN’ BOOKLET 


COSTA BRAVA, MALLORCA, Conducted “Stars of Italy’’ coach 
IBIZA, SITGES, TARRAGONA, | sour, visiting MILAN, FLORENCE, 
BARCELO SAN SEBAS. ' ROME, RIMINI, i 

TIAN, OMasTA'B LANGA | VENICE, CAPRI. 9 
Escorted departures by rail from Escorted rail holidaysfrom 9A ong 


Easter to Oct. from 
Couchettes £1.2.6. 25 gns 
AIR HOLIDAYS and 

COACH TOURS from 39 @ne 


SEE SPAIN LTD 


AIR HOLIDAYS 


from 38 ons 


|: Send Be A eod FREE Sor’, of the 
“SEE S or “APAL” booklet. 


rho APAL TRAVEL LTD 


(Dept. L 
78 New Oxford St. London W.C.1 | 287 High Holborn Landon w.ct 
or authorised agents. 
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Annual Subscription: £3 3 0 per annum 


Special reduced rates to Medical Students and Doctors 
within 1 year of qualification. 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 

of treatment carried out. Acc dation for Alcoholics and Addicts 

available. Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 

Apply to Dr. J. A. SMALL Telephone: Norwich 20080 








CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
In the same grounds, ROWDENS, a comfortable house with lovely views. 


Beautiful garden and own dairy in 35 acres 
Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Telephones—TEIGNMOUTH 289 and 537 
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Resident Physiciaons—BERTHA M. MULES, M.D., B.S. 





ANNE S. MULES, M.R:C.S., L.R.C.P. 
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ST. ANDREW’S HOSPITAL 


NORTHAMPTON 


PRESIDENT: THE EARL SPENCER 





MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
inciplent mental disorders or who wish to prevent recurrent attacks of mental trouble; pe me | patients, and certified patients 


of bot 
rooms with s 
can be provided 


WANTAGE HOUSE. This is a Reception Hos 
admitted. It is equipped with all the apparatus for the 
nsulin treat pent, 

) 


the most modern methods; 





5 is. available for suitable cases. 





bacteriological, and pathological r 
and farm of 650 acres. Milk, 


farming, gardening, and fruit growing. 


meat, fruit, and vegeta 
Moulton Park. Occupational therapy is a feature of this branch, and patients are 


h sexes are received for treatment. Careful clinical, biochemical bacteriological an 
Te nurses, male or female, in the Hospital or in one of the numerous vi 


ital in detached grounds with a separate entrance, to 
complete investigation ae treatment of Mental and Nervous Disorders b 


FOR NERVOUS AND 
MENTAL DISORDERS 


a yey examinations. Private 
e grounds of the various branches 


to which patients can be 


t also contains Laboratories for biochemical, 


treatment is je when indicated. 


MOULTON PARK. Two miles from the Main Hospital there are several branch establishments anu villas we ina 
tables are supplied to the Hospital from the farm, gardens, and orch 


po pest 


ven every facility for occupying themselves in 


BRYN-Y-NEUADD HALL. The seaside home of St. Andrew’s Hospital is beautifully situated in a po of 330 acres, at 


Lianfairfechan, amidst the finest scene: 


boundary. Patients may visit this branc 
house on the seashore. There is trout-fishing in the park. 


in North Wales. On the North- 
for a short seaside change or for longer periods, The Hospital has its own private bathing 


Vest side of the Estate a mile o 





sea coast forms the 


For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354, 3 lines), who 
can be seen in London by appointment. 





THE MEDICAL PROTECTION SOCIETY wumirep 


Over 60 years experience in medical defence and protection 


Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION: £1 for first three years for newly qualified entrants and £2 thereafter 


Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 








Vacancies 





ACADEMIC AND EDUCATIONAL P 


SECTION 


ANASTHETICS 

Connaught, E.17. é 

South % eg. 

St. Thomas’s 2 P.-t. nso 

Birmingham Ril B. Reg. 

Birmingham Garied Hosps Reg. - 

mp spend Gen. =~) H or 
r 

nae Fa Locum P.-t. Cons. 

Leeds R.H.B. P.-t. Cons. .. 

Leeds R.H.B. Reg. 

Liverpool R.H.B. Locum Cons. 

Newcastle R.H.B. Regs. 

North West Met. R.H.B. Cons. 

Oxford United Hosps. Sr. H.O. 

Plymouth. South Devon Le East 

rmwall. Sr. H.O. 

Poole Gen. Reg. 

Scotland. Western R. B. J “Reg. 

Sheffield R.H.B. _P.-t 

South East Met. R.H. BS RZ -t. Cons. 

South Western R.H.B. me 

Watford. Peace Mem r H.O 

U.S.A. University of Stinnesota Med. 
Center. Residence 


BACTERIOLOGY 
Scotland. North-Eastern 
CARDIOLOGY 

Newcastle R.H.B. Reg. 


CASUALTY 
Acton, W.3. 








R.H.B. 


Birmingham R. H.B. 
Blackburn Royal inty. » 
or Sr. H.O. 
Brighton. Royal Sussex 
Kettering & Dist. Gen. Sr. H.O 
West Kent 3. Sr. H.O. 
Nottingham Gen. Sr. H.O.. 
Plymouth. South bevon & East 
ornw: Sr. H.O : 
Romford. “Oldchurch.- Sr. H.O. 
Rugby. Hosp. of St. Cross. Jr. H.M.O. 
er yk ton. Royal — ae. 


Southend Gen. “Temp. Reg.. 
tirling & 





‘masd. 
County. 








Clackmannan Hosps. ‘B.O.M. 
-reg. 
Stockton & “Thornaby. Locum Sr. 


Windsor. King Edward VII. Sr. H.0. 


40 





CHEST AND TUBERCULOSIS 
North Middlesex eto, & Edmonton 
Chest ee N.18. r. H.0O, 
B ae 
Rast men 
ast an R 
— Btourbildge & "Dist: Locum 


.M 7J 
Manchester R.H.B. Reg. 
DENTAL SURGERY 
Hosp. for Sick Child., W.C.1. Sr. H.O. 


Group 


Manchester. Withington. Sr. H.O. 
DERMATOLOGY 
Scotland. South-Eastern R.H.B. 


Scotland. Western R.H.B. Reg. .. 
EAR, NOSE, AND THROAT 
Rorel od? N. & E., W.C.1. P.-t. 


its. (G.P. 
St. Macys 's Hosp., Child's Dert., W.10. 


Altrincham Gen. Reg. 
Birmingham = Midland Ear & Throat. 


H.O. 
Bournemouth. | “Royal: Victoria. Sr. 


Leeds United Hosps. 8 . H.0. 
Maidstone. Kent founty Ophthalmic 
and Aural. Sr. ‘% 


Northampton Gen. — H.O. 
Perth County & City Gen. Hosps. 
H.O. or Sr. H.O. » 
Scotland. Western R.H.B. R 
Sheela United Hosps. & R. 1.B. 


Sr. 
Southampton. Royal South Hants 
& Sr. H.O. ‘tn * 


Gen. 
Taunton & Somerset. 
Royal. 


Wolverhampton. ’ Pre-reg. 
BOD. .. m4 ‘5 <a 

GENITO-URINARY 

Salford. Royal. Pre-reg. H.O. 

GERIATRICS 

posine. 3 St. me Sr. H.O. 

H.M.O. 

Rochford, " , "Gen. a H.O. 

tford. Shrodells. Sr. H.O. 


HAZMATOLOGY 

South African | ga srensteten 
Service. Serologist 

INFECTIOUS DISEASES 


Cambri United Hosps. Reg. 
Plymout Scott Isolation. Sr. H. 0. 
Plymouth. Scott Isolation. me. ; 


Romford. Rush Green. 0. 
Sheffield. Lodge Moor. Sr. H.O 
Stoke-on-Trent. Bucknall. Jr. 





H.M.O. 


44 


48 


48 
50 


46 
50 


53 
53 


45 


45 
46 


46 


47 
50 


50 
51 


52 
53 


53 


53 
54 


55 





MEDICINE 

Bethnal Green, E.2. Pre- , = 0. 

Hackney, E.9. Pre-reg. H. 

North Middlesex, N.18. H.O 

Cyn» #4 Hosp. for the ast End, 

South London Hosp. ‘for Women « 
Child., 8.W.4. P.-t. Reg. 


St. Clement’s, E.3. H.O ; 
St. Mary's, Wd ; 
Univer ty College Hosp., WC.l. 
Whi Cross, £.11. Pre-reg. H.O. 
Whittington, N.19. 
are. North Devon Infy. Pre- 
Bebington. Clatterbrid HO. |. 
Bristol. Manor Park. Jr. H.M.O.. 
erkshire, Law. Sr. H.O. 
Locum 


Reg. 
Sesemactes | Grou HM M.C. Locum Reg. 
De? H.O. or Sr. 


Et r. H.O 
Dudley, Stourbridge & Dist. Pre- -reg. 


So 























Harrogate and Dist. Gen. H.O. 
Hertford County. H.O. ae 
Huddersfield Royal Infy. H.O. 
ind aregeld = Luke SZ. 4 
‘ord. orge. “reg. 
Leeds R.H. Reg. .. a 
Liv 1. Newsham Gen. Pre.-reg. 
H or Sr. H 
n. 


Manchester R.H.B. 
sty gpptsiacy Nort 


Nottingham City. H. 0. 
Pom. . County & City Gen. “ Hosps. 


’s 
Portsmouth Group H.M.C. Sr. H.0." "s 
and Pre-reg. H.O.’ 


's 
Romford. Rush Green. Sr. H.O.. 
. & Rosehill Hosp. 





Ormesby. 


Annexe ae ve ot 
vm ae 3 M te Gen. H.O. 
Slough. n. -reg. H.O. .. 
Sout. went . R.H.B. P.-t. Cons. 
Southampton s , Sa aa 
Taplow. Red Cross Mem. 


-reg. H.O. ra be ve 
Watford. Peace Mem. Ere-tet. H.O. 


West Hartlepool. = Sr. H.0._.. 
bi 9 Fo: ing Edward bag “Pre- 
Worthing.  H.0. ; rt 
NEUROSURGERY 

Neurosurgical Centre, 8.E.18. 


Region: 
Sr. H. 
Bristol. 
Sr. H.O 


sr. 





Cossham/Frenchay H.M.C. 
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OBSTETRICS AND GYNZCOLOGY 
Elizabeth Garrett Anderson, N.W.1 


Hammersmith Hosp. & Inst. of Obst. 
& Gyn. & South Mpast Met. R.H.B. 


Edward Mem., 'W.13. Pre: Teg. 


Lambeth, S.E.ll. H.O. be 
Royal London Homeopathic, W.c.1 


St. James’, 8.W a2, Sr, H.O. ot 
* Stephen's 
Vistterbridee 2 Maty. sr. 


Bishop Auckland. Gen. H.O. 
Canterbury. Kent & Canterbury. H. 0. 
Derby. Derbyshire Hosp. for 
Women . A fe ie 
City. 













OA 
H.O. |: 
Victoria. Sr. H.O. 
. Sr. H.O. 
H.O.’s.. 
| gee 
BM: i. 
Hosps. B.O.M. 
Cumberland. ‘H.O. or 


OPHTHALMOLOGY 

Brighton. Sussex Eye. H.O. 
Leeds R.H.B. Sr. H.M.O.’s .. 
ORTHOPADICS 

North West Met. R.H.B. P.-t. Cons. 


Whipps Cross, E.11. Pre-reg. H.O 
aig Royal Orthopedic. ‘St. 


hton Gen. H.O. oe 7 
Gas uke, Lanarkshire. neneds Jr. 
H.M.O. & H. ad 


Cuckfield, Susse: H.O. 4 

De® * i Royal Inty. Sr. 

Has H.M.C. Locum . wee 
Leeds — moe, Sr. H.O. 
4% + ee. $4 


Newcastle R.H.B es es 
Paisley. Royal Alexan ra Infy. H.O. 
Perth. Coun s. Noe! Gen. Hosps. 
Sr. H.0. & 
Portsmouth Group “a. ‘M.C. Sr. H. 0. 
Pre-reg. H.O. 


Sr. H.O. 
ty Gen. Pre-reg. . H.0. 
Royal South Hants. 


Tunbridge Wells. Pembury. Sr. H.O. 


PZDIATRICS 


Children’s, 8.E.26. H.O $% 
Eom, » for Sick Child., W.C.1. Sr. 


Queen Charlotte’s & Chelsea Hosps. 
Sr. H.O. 


St. James’, 8.W.12. H.O 
St. * stir Child's Dept., W.10. 


Beb ington, Cla Chatter cbridgs, aoe pei 
m, o> 
Bristo hmead Hosp. 
Group M, c. ‘+ H.O . ie 
Nuneaton. George Eliot. H.O. .. 
Portsmouth Group. ~~ M.C. H.O.’s .. 
Southend-on-Sea H.O. P 
\ Royal. Pre-reg. 





Wolverhampton. 
) is si 


PATHOLOGY 


Tantin est (Oeneiey. Branch). Reg. 
Queen Charlotte’s & Chelsea Hosps. 


South London Hosp. “for Women & 
Child., 8.W.4. H.O. 

Epsom. Mental AL Group Lab. 

Manchester Group Pathology Lab. 

ited Hosps. Sr. H.O. 
Sr. H.O. . 

'w. Area Path. Ser- 


vice. —* 
Rochdale & Dist. H.M.C. Sr. H.O. 
Salford. awe Sr. FO. : 
Scotland. estern at 3 
Sheffield United ae Sr. H.M.O. 
Woking & moenraed roup Lab. Sr. 


Manchester Uni 
pont ——— is f 


PSYCHIATRY 
South West Met. R.H.B.. Sr. H.M.O. 
Abbots Langley. Leavesden. Jr. 


Bethlem Royal & Maudsley. Reg. & 
og 7 etre neraty es chr 





Burley-in- a Scalebor yee. 
Jr. H.M.O 


Caterham. St. Lawrence's. ‘Sr. Reg 
Darlington. Aycliffe see. for Mentai 
Defectives. ry a4 . H.M.O 
Leeds R.H.B. Sr. H. 
Leicester. Towers Monte), ‘Jr. H.M.O. 
‘— Gloucestershire Clinica] Area. 


.M.O. 
Northampton. St. Andrew’s. Sr. Reg. 
Northampton. St. Crispin. Sr. H.O.. 
Norwich. Little Plumstead Mental 
i a ge | Hosp. Jr. H.M.O 
Nee t. —- Hai. Jr. 


Oxford R.H.B. ‘Sr. 
Oxford. Warneford & Park. Sr. H.O. 
Scotland. South-Eastern R.H. oN 


Sr: H.M.O 
Sheffield. iMiadicwood: "Reg. 
South West Met. R.H.B. Cons. & 


Sr. H.M. 

Southall, ‘St. Bernard’s Hosp. for 
Nervous & Mental Disorders. Reg. 
tareross, Devon. Royal Western 

Counties Inst. Hosp. Group. P.-t. 


Wakeneld. ‘Stanley Royd. Jr. 
H.M.O. or Sr. H.O. 

Warwick. Central Mental. Sr. H.O. 

PHYSICAL MEDICINE 

North West Met. R.H.B. P.-t. Cons. 

RADIOLOGY 

og’ reg .—E.l & ne East Met. 

Bis ham R.H.B. & United Hosps. 

Colchester Group H.M.C. 
Cons 


Scotland. Western R.H.B. Reg. .. 
Scotland. Western R.H.B. Sr. 


H.M.O. 
South-East Met. R.H.B. Cons. 
South West Met. R.H.B. Cons. 


RADIOTHERAPY 


Ye 





“Locum 


Manchester. oe Hosp. Aes Bey, 
um Inst . 0.0. 


Manchester R.H. ta Reg. 

eneeares, Canada, British Columbia 
Cancer Inst. Radiotherapists $ 

RHEUMATOLOGY 

Taplow. Canadian Red Cross Mem. 

SURGERY 

Battersea Loge 

Dreadno 


reg. H. 
Fulham, W.6 
German, 5.8. Pro:reg. HO 
Hosp. tor Sick ioe. Ci. o. Ree. 

& Sr. H.O. 
Pad nD Gen. W.9. Reg. 
Queen Mary’s (Roehampton), S.W.15. 
| oy ‘Western, S.W.9. "Bre- e-teg. HO 0. 


H.O 
t Seamen's 8.E.10 Pre- 


x . H.0. 

Ashford, Middlesex. H.O 
Barnstaple. North Devon ‘Infy. 
Barre _ -in-Furness. North Teadaaie 
Boveston. < Clatterbridge. H. 0. 
Bedford Gen. H.O. 
ham. Dudley ‘Road. H.0O.’s 
Birmingham R.H.B. 
Bishop’s Stortford. Herts & Essex 

Gen. Sr. H.O. <* as en 
Blackburn & Dist. H.M.C. H.O.’s .. 
Bournemouth. Royal Victoria. H.O. 
Brighton. Royal Sussex County. 

re-reg. H.O. we Sa - 

4° ndale H.M.C. Pre-reg. 
Canterbury. Kent « Canterbury. 


Carluke, Lanarkshire “H.0. 
Carshalton. Sees tiary's ‘Hosp. tor 








Child. Sr. 

Chelmsford & Essex. ‘Pre-reg. H.O. 
Cheltenham Gen. 

Chertsey. a Peter's. Sr. H.O. or 


Pre-reg. oO. 
Chichester Group z. M.C. aS, 
Colchester Grou: MC. H ns 
Soon or ten Pee 
Cuckfield, Sussex. Sr. PL oO 
Derb: City. verrtrte? H.0.’s or Sr. 


H. 
Derby ‘City. Sr. H.0. 
Doncaster Ro cay: ‘Pre: Teg. 
H.O. or Sr. H.O. 


47 
47 


48 
43 
49 
43 
51 
51 
51 
51 
51 
51 


44 
53 


43 
53 
54 
54 
54 


43 


-. 44 


46 


43 
53 


44 


43 
43 


50 
50 


44 





Dorchester. Dorset County. Pre-reg. 
Dudley, Stourbridge | ‘& Dist. Pre- 





41 


48 
East st Grinstead. Queen Victoria. H. 0. 49 
Epping. St. Margaret’s. Sr. H.O.. 49 
= Dist. Pre-reg. H.O.. 49 
cow Eastern Dist. Pre-reg. ‘a 

5 nA i 65 
Gravesend & North Kent. H.O. .. 49 
ovens & North Kent. Locum 48 
Hasti: St. Helen’s. ‘Pre- H.O. 49 
Hemel i Hem; mg sot ier e 
Hertford County. | Pre Abas H.O. 49 
Hexham O.’s or \ H.O.'s . 49 
Huddersfield Royal I 49 
] pee yay re “Tee. BO. ‘s 49 
eds 'R. H.B. 50 
Lincoln Count je F iy Senin 50 
Lowestoft & North 8 WI “Se H. 0. 50 
Luton & Dunstable. oO. 50 
Maidenhead. _ | 50 

ok "Kent Gen. Pre- 

— A 50 
Mex rough. Montagu. H.O. 50 
Middlesbrough. North pia H.O. 50 
ee Norfolk & Norwic Pre- a1 
eee City. HO. | 51 

— apa on. Pre-reg. H.0.’s §1 
as x: y; Royal Alexandra Inty. ae 
Perth,’ County & City Gen. Hosps. «3 
Peterborough, “Memorial. H:O. ~ 51 
roe uth Group H. en. Pre- “Teg. Pe 
Romford. Oldchurch.' H.O. 52 
Romford. Rush Green. Sr. H.O. .. 52 
Raghegham. Hosp. & Moorgate Gen. 53 
Rotherham Hosp. & Rosehill Hosp. 

Annexe. H.O. a a ieee 
Salisbury Gen. H.O. pe -.. 58 
Rhemeee t United Baap. Sr. H.O. or as 
Fp Wharncliffe. Pre- 53 

Shoreham - ay - preg EC. 

Locum 53 
aeererery- ‘Royal Salop Infy. 

H. 53 
Southampton. Royal’ South Hants. 
Southend Gen. “Temp. Sr. “H.0. oe 
Stirling & Clackmannan Hosps. B.O.M. 

Pre-reg. 54 
se -a Trent. | North Staffs Royal 5 
Sutton & Cheam. H.O, . 54 
Swansea. Sr. H.O. is .. 54 
ws Canadian Red Cross Mem. 

“reg. H.O. ?v ad aT 
“ee. Canadian Red Cross Mem, 
ocum H.O. 83 o* .. 54 
Taunton & Somerset. Pre-reg. H.O. 54 
Fad mem T 4 ea eee 
Watford. Peace Memorial. H.O. .. 54 
Wiser enpenemare Gen. Pre-reg. 56 
Winchester. Royal Hants County. i 
Wolverham ton. Ro; ” Pre-reg. 

H.0.’s 2 ee bat 55 
Vee Maelor Gen. ’ Pre-reg. ai 
Wrexham. War Mem. Pre-reg. H. 0.8 55 
bese agar nearer 

South-East Regional Thoracic surgery 

Unit, 8.E.18. Sr. H.O.* 45 
Cambri » Pepeorth, Sr. H.O. 48 
pees ae R.H.B. Reg. .. 50 
Sully, Glam. Sr. H.O. 54 
UROLOGY 
St. Peter’s, St. Paul’s & St. Philip's, 

W.C.2. Sr. Reg. .. et -. 46 
VENEREOLOGY 
St. Mary’s, W.2. Reg. 45 
GENERAL 
‘U.S.A. St. Elizabeth Hosp., Coving- 

ton. Internes aa a a 
PUBLIC APPOINTMENTS 55 
GENERAL PRACTICE 56 
NON-MEDICAL 56 
Rr  % 56 

The Terms and Condition ‘onditions 0, — ly to 
Hogee Medical ond — 
otherwise stated, Canons 
repens oe viremer we bm 
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Academic and Educational 


THE ROYAL SOCIETY 








ROYAL SOCIETY RESEARCH FELLOWSHIP 

Applications are invited by the Council of the Royal Society 
for a Royal neg Research Fellowship in Cytology, and/or 
Cyto-chemistry with special reference to malignant cells. The 
Fellowship is sopelge n any university, hospital, or medical 
school in the United Kingdom or at any other place approved 
by the Council of the Royal Society 

The appointment falls into the. category of the Society’s 
research fellowships which are intended for younger persons. 
It will be 2 years in the first instance, from Ist October, 1958, 
or a date to be arranged, and may be renewed annually up to 
a total of 5 years. It will be subject to the conditions governing 
Royal Society Research Appointments. The stipend will be 
e £1450 to £1850 p.a., depending . on qualifications. 
be none benefits to which the successful 

uired to contribute 5% of annual stipend 
ociety will contribute a sum equivalent 
Children’s allowances are 


in the r 
There wil 
candidate will be sf 
and to which the 
to 10% of the annual stipend. 
payable. 

Applications should be made on forms to be obtained from 
the Assistant Secretary, The Royal Society, Burlington House, 
London, W.1, and should be received not later than 15th 
February, 1958. 

November, 1957. 


MEDICAL RESEARCH COUNCIL 





FELLOWSHIPS IN CLINICAL RESEARCH 

The Medical Research Council invite applications for Fellow- 
ships in Clinical Research, tenable at centres in the United 
Kingdom during the academic year 1958-59. These Fellow- 
fon are open to suitably qualified medical graduates who desire 
repare themselves for a career in clinical research. In general, 


ROYAL ed! >: OF PUBLIC HEALTH 
AND HYGIENE 

A 5-month DIPLOMA IN INDUSTRIAL HEALTH COURSE will 
commence on 7TH FEBRUARY, 1958, leading to the . 
eet of the Society of ‘Apot hecaries in London in July, 

Applications to The Dean, 23, Queen-square, W.C.1. 
UNIVERSITY OF MANCHESTER 
DIPLOMA IN BACTERIOLOGY 

The couRseE for the Diploma in Bacteriology requires full-time 
attendance in the Department of Bacteriology for 1 academic 

ear (October—June). It is suitable for these who have qualified 
n medicine, veterinary medicine or other branches of science 
related to bacteriology. The course includes general and system- 
atic bacteriology, bacterial chemistry, serology, immunology, 
virology, mycology and statistics. 

All candidates must present evidence of previous training 
— by Senate as satisfactory for admission to the course 

ter as postgraduate students of the University. 

oo er particulars and forms of application may be obtained 
from the Secretary, Department of Bacteriology, York-place, 
Manchester, 13. 
ROYAL FREE HOSPITAL. Applications are invited for 
3 ASSISTANTS in the Department of Pathology. The su 
candidates will be required to work under the direction of the 
Professor of Pathology and assist in the routine work in morbid 
anatomy, and also assist in a research project, either on liver or 
ischemic heart disease. The appointment will be made for 1 year 
in the first instance, commencing Ist April, 1958, and preference 
will be given to candidates with a postgraduate degree and 
previous sxyerioare in pathology; these latter 2 qualifications are 
not essential, and the appointment can be considered as a training 
post. Salary will be £935 p.a. and will carry superannuation. 

Applications should be sent to the Professor of Pathology, 
Royal Free Hospital, Gray’s Inn-road, London, W.C.1, with the 
names of 2 referees, before Ist March, 1958. 





it a intended that each Fellow appointed under the sch 

be given an opportunity, as part of his training for clinical 
research, to study methods of research in the basic subject most 
relevant to his particular clinical interest. 

The awards will be made for a period of 1 year in the first 
instance and will be renewable annually in a qpegeres cases up to 
a maximum of : years in all. Stipend will be at the rate of 
£950 p.a., rising by annual increments of £75 to £1100 p.a., with 
superannuation provision in addition. 

Candidates for these Fellowships, which are ordinarily 
restricted to British subjects resident in the United Kingdom, 
must be modicolty qualified and clinically experienced, and 
should preferably have worked for a period in a department in 
which clinical research was in pr Applicants will be 
invited to submit their own proposals as to type and place of 
work, but the Council will be glad to advise successful candidates 
on the selection of suitable Centres of study and to assist in 

placing them in departments or laboratories where the desired 
trai and experience can be obtained. 

Applications must be sponsored in each case by the head of 
a Fd cen ——— in the —. Iniversity or 

ool, and an undert will required that a 
suitable academic post in a clinical , S.. Ba oa be available 
to the candidate in that institution on satisfactory completion 
of the period of study under the hte 

Forms of application for these Fellowships may be obtained 
from the Secret. Fag: ical Research Council, 38, Old Queen- 
street, London, 8. , with whom applications should be lodged 
-* = as possible, “dl in any event not later than Ist March, 





POSTGRADUATE LECTURES AT 
ST. MARK’S HOSPITAL 

with the British Postgraduate Medical 
Federation) 


During MARCH, 1958, a series of 5 LECTURE-DEMONSTRATIONS 
will be given at St. Mark’s Hospital on Saturday mornings m 
9.30 to 12. These are intended as a revision course in surgical 


(in association 








© 18t ry 
UNIVERSITY OF LONDON. A pplication ‘is invited for 
the MARY SCHARLIEB RESEARCH STUDENTSHIP, of 
the value of £250 for 1 year in the first instance. The Studentship 
is open to graduates of the University who are registered medical 
practitioners or possess other qualifications which, in the opinion 
of the Senate, would enable them to undertake postgraduate 
a research. 
lication (on prescribed form) must reach the soceetany te 

wn Scholarships Committee, Senate House, London, 
( m whom forms and further particulars may be Ubtammed) 
not later than 28th Mea 1958. 
UNIVERSITY OF LONDO The 
tions for the READERSHIP IN MEDICINE, tenable at 
St. Bartholomew's Hospital Medical College (salary £2050-— 
a rw a year). 

aS; (10 copies) must be received not later than 
17th February, 1958, by the Academic Registrar, Ligeia of 
London, Senate House, W.C.1, from whom further particul 
may be obtained. __ 
AUSTRALIA. UNIVERSITY OF QUEENSLAND. Appii- 
cations are invited for the position of LECTURER IN RADIA- 
TION PHYSICS. spent should have a degree (preferably 
an honours degree) w! physics as major subject and preference 
will be given to an applicant with experience in hospital physics. 
Salers A1300-£A1750 p.a. 

Further particulars are obtainable from the Secretary, Associa- 

tion of Universities of the _— Commonwealth, 36, Gordon- 
square, London, W.C.1 i 1 a close, in Australia and 
London, on 15th Poacener, 2 US oe 
AUSTRALIA. UNIVERSITY OF SYDNEY. Applica- 
tions are invited for the position of LECTURER IN MEDI- 
CINE. Salary for a Lecturer is within the range £A1200-—£80— 
£1750 p.a., plus cost-of-living adjustment and will be subject 
to deductions under the State Superannuation Act. The com- 

will be fixed according to the qualifications 
= of the successful applicant. (The current scale 
ies is under revision.) Under the Staff Members’ Housing 





Senate invite applica- 





diseases of the rectum and colon for postgraduate stud 
working for the F.R.C.S. 
- Subjects 


1958 
Ist March The Anatomy and Physiology of the Rectum 


_< Colon, Hemorrhoids, Fissure and 
8th ”" Cancer of the Rectum and An 
15th oo Cancer of the Colon: Polyps | Polyposis. 
22nd * Ulcerative Colitis. 
29th Diverticulitis: Rectal Prola 


At least 2 of the members of the s a St. Mark’s 
Hos ~ will be present on each occasion to take part in the 

Not mm more than 20 students will be acce os, 

The fee for the whole 5-week course will be guineas. 

Application for admission should be Kh A “ae +. Dean, Dr. 
ae DvuKEs, at St. Mark’s Hospital, City-road, London, 


in cases bape by the University and its Bankers, 
iin men may be assisted +f loans to purchase a house. 
Further particulars and information as to the method of 
en may be obtained from the Secretary, Association 
Universities P the British Commonwealth, 36, Gordon- 
square, London, W.C.1. The closing date for "the ‘receipt of 
applications, in ‘Australia and London, is 28th February, 1958. 
UNIVERSITY OF BRITISH COLUMBIA, Vancouver 8, 
B.C., CANADA, requires a Full-time STAFF M EMBER 4 
Preventive Medicine in the Age = 8 of Medicines Applican’ 
should be graduates in medicine with interest in epidemiological 





investigation. Salary and academic rank commensurate wi 

training and experience. 

- A inquiries to Dr. JaMEs M. MATHER, Professor of Public 
th. 





Hospital Services: Senior Appointments 





INSTITUTE OF DERMATOLOGY 
8ST. JOHN’S HOSPITAL FOR DISEASES OF THE SKIN 
Lisle-street, London, W.C.2 





SHORT COURSES IN pean Poa MEDICAL MYCOLOGY 
MARCH, 
Mistepetheloey of the Skin : 5-day course wil] commence on 
TH MARCH, 1958. Fee 5 guineas. 
1088. Fe preys course will commence on 31sT 
ee 


+1. primarily for Clinical Pathologists 


Both courses are 
but others may attend By ~ o.. 
Applicants should in t -—¥ Sebusinenal status to the 


Director of Pathology. 
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SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT PSYCHIA- 
TRIST (Senior ail Medical Officer grade) at Tooting 
Bec Hospital, S.W.17 (2100 Beds). The Hospi has observa- 
tion ward beds, Outpatient ys a and a non-statutory 
unit, in addition to a riatric section. E rience of 
modern methods of treatment co and candidates should 

p : Accommodation available, if required, for a 


— = 

pplleations by letter (5 copies), giving date of birth, qualifica- 

teas. experience, and names of 3 referees, to Secretary (8.1), 

— West Metropolitan Regional Hospital Board, lla, Port- 
a place, W.1, by 8th Feneuety, 1958 Applicants may visit 

ene pe by local arrangement. 
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NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD 

1. CONSU LT ANT PHYSICIAN in Physical Medicine, 2 
half-days a week, Acton Hospital, Gunnersbury-lane, W.3 
(84 Beds). 

Applications before 17th Febru 

2. CONSULTANT ANAZSTHETI: T, moo time or maximum 
sessions, Edgware General Hospital, Edgware, Middlesex (638 
Beds). Duties will include emergencies at Bushey Maternity 
Hospital (50 obstetric beds). 

sono before 24th February, 1958. 

3. CONSULTANT ORTHOPEDIC SURGEON, 2 half-days 
a week, St. Charles’ Hospital, Ladbroke-grove, W. 10 (575 Beds). 

Applications before 26th February, 1958. 

yes ers may be visited by direct a oppcitmens. 

Applicatioh forms obtainable from and returnable to Secretary, 

North being Metropolitan Regional Hospital Board, 11, Port- 
land-place, W.1. 
ST. THOMAS'S HOSPITAL, London, 8.E.1. ~ Physician 
to the Peediatric Department. Consultant status, with membershi 
of the Medical Committee. 4 sessions per week. Vacant 13t 
October, 1958. 

Applications (12 copies), naming 3 referees, to Clerk of the 
Governors by 14th February, 1958. 

ST. THOMAS’S HOSPITAL, London, 8.E.1. Anesthetist. 
Consultant status, with membership of the Medical Committee. 
6 sessions per week. Vacant 12th November, 1958. 

Applications (12 copies), naming 3 referees, to Clerk of the 
Governors by 14th February, 1958. __ 
on GROUP HOSPITAL MANAGEMENT 
COMMITTEE. lications invited for post of Locum CON- 
SULTANT RAD! ODIAGNOSTICIAN based on Essex County 
Hospital, Colchester, for the period 28th June—17th faae, 1958. 

Applications, with copies of 3 testimonials, to Group Secre- 
tary, Colchester Hospital Management Committee, 14, Pope’s- 
lane, Colchester. 
HASTINGS HOSPITAL MANAGEMENT COMMITTEE. 
Locum CONSULTANT ANASSTHETIST required for 9 sessions 
— as from 17th February, 1958, for a period of not less than 

weeks. 

Apply in writing to the Group Secretary, 11, Holmesdale- 
gardens, Hastings, together with copies of current testimonials 
or names of 2 referees, by not later than 31st January, 1958. _ 
LEEDS REGIONAL HOSPITAL BOARD 

CONSULTANT in Aneesthetics (maximum part-time sessions). 
Hospitals in the East Riding of Yorkshire—mainly at Westwood 
Hospital, Beverle 1 oa at Hull Royal Tatrmery. Person 
copeusee to reside in Beve 4 

WVhole-time ASSISTANT "G RIATRICIAN (Senior Hospital 
Medical Officer scale) for duties at hospitals in the Leeds A and B 
Groups (933 Beds). The successful candidate will work under the 
Consultant Geriatrician, and-will be required to reside in or near 
Leeds. There is an organised Area Geriatric wouvaee in existence. 
The post offers good experience to candidates of Senior Registrar 
(or equivalent status) in 2 medicine who may decide to 
speci in geriatrics, there are excellent a for 
gaining experience in rehabilitation and phyetos medicine. 

Whole- ‘i me or Part-time ASSISTANT OPHTHALMOLO- 
GIST/S (Senior Hospital Medical Officer scale) for duties at the 
Royal Eye and Ear Hospital, Bradford (3 sessions) and School 
Clinics at Bradford and the adjacent West Riding Areas (3 
sessions), and Dewsbury (1 session). The Board is prepared to 
consider applications from suitably qualified and experienced 
practitioners either for whole-time or for part-time employment. 
Applicants for part-time work should state the maximum number 
of sessions which they can undertake. 

Whole-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer scale), Broadgate Hospital, el and asso- 
ciated clinics at Beverley, Driffield and Hull. Married accom- 
ww tion may be available. Candidates should normally hold a 

but ee will also be considered from candidates 
vitkout previous experience in es who hold a higher 
medical qualification, have wide experience in neral 
medicine in the Senior Ecclsteee grade and intend to obtain a 
D.P.M. and specialise in psychiatry 

Applications (12 copies), mating 2 age, \ pe mesenger and details 

of present and previous | egg th dates, and names and 
addresses of 3 referees, to The Secretary, Park-parade, Harro- 
gate, by llth February, 1958. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Whole- 
time Locum Tenens ANASSTHETIST (Consultant) required for 
approximately 6 months with duties mainly in the Southport 
oe Ormskirk Groups. 

Forms of application from Dr. T. Liuoyp HuGues, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to be returned not later 
than Ist February, 1958. 

VINCENT COLLINGE, Secretary to the Board. 
NORTH GLOUCESTERSHIRE agg _—— =—— 
WESTERN REGIONAL HOSPITAL BOARD. Ap tions are invited 
for the appointment of ASSISTANT SYCHTA TRIST to 
Horton Road and Coney Hill Hospitals, Gloucester. These 
Hospitals are run on open door lines. The appointment, which 
becomes vacant on Ist July, 1958, will be on a whole- — basis 
in the Senior Hospital Medical Officer le. The 
candidate will work under the general tion of the ° Medical 
Superintendent of Horton Road and Cone Lad Hospitals. 

Applications (12 copies), stat date of birt 

and experience, together with e names at addresses of 
2 referees, should be sent to the fa Be of the Regional Hos- 
pial Board, 27, Tyndalls Park-road, Bristol, 8, not later than 

d February, 1 1958 
SHEFFIELD REGIONAL HOSPITAL BOARD. Maximum 
Part-time CONSULTANT ANACSTHETIST required for the 
City General Hospital and Wharncliffe ate ae Sheffield. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old Ful- 
wood-road, Sheffield. Forms to be returned by: 17th February, 1958. 





























SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 

Aeemouene invited for the appointment of rape time 
ISTANT CHEMICAL PATHOLOGIST eer on 

ance with SENIOR HOSPITAL MEDICAL OFF CER scal scale) 

~ the above Teaching Hospitals. Experience of general patho- 
and of chemistey is essential; a higher medical qualification 

is esirable, as is a scientific qualification. 

Applications, with the names of 3 referees, to be sent to the 

Chief Administrative Officer, United Sheffield Hospitals, West- 
street, Sheffield, 1, not later than 8th February, 1958, from 
whom further details may be obtained. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
CONSULTANT in Diagnostic ‘in the fel (whole-time or 9 
notional half-day sessions a week) in the Isle of Thanet Group of 
hospitals. The post will be vacant from 13th June. 1958. di- 
dates must have had a wide experience in the ey a 4 and hold 
an appropriate diploma. The appointment will be in accordance 
with the terms and conditions of service of hospital medical and 
dental staff (England and Wales). Candidates may visit the 
hospitals concerned. 

Apply, stati nationality, age, sex, qualifications and experi- 

ence, including details of present appointment and of war service, 
together with the names and Drocsee of 3 referees, to the 
Secretary, Advisory Appointments Committee, South” East 
Metropolitan Regional Hospital Board, 11, Portland- -place, W.1, 
not later than Ist February, 1958. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for appointment as Part- 
time CONSULTANT ANASSTHETIST to the St. Francis and 
The Lady Chichester Group of hospitals for duties at the Neuro- 
psychiatric Unit at Hurstwood Park, Haywards Heath, Sussex, 
to cover neurosurgical operating sessions on Wednesdays (morn- 
ings and afternoons), and at other times to be arranged, together 
with emergencies. Either 1 or more appointments within a total 
of 4 notional half-days a week may be made. Candidates must 
be experienced anzesthetists, Sagem with training and practice 
in ansesthetics for neurosurgery os " appropriate quali- 
fications. Applicants ma onality, a the hospital 

Apply, stating natio: ise: sex, qualifications, experience 

and number of notional half-days pee, which available, inclu 
details of present appointment and of war service, together wit 
the names and addresses of 3 referees, to the Secretary, Advisory 
Appointments Committee, South East Metropolitan Regional 
Hospital Board, 11, Portland-place, W.1, not later than Ist 
February, 1958. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires CONSULTANT RADIOLOGIST (whole- 
time or maximum part-time) ~*~ =e St. Helier (Surrey) Group 
of hospitals. Duties mainly at St. Helier Hospital, Carshalton, 
although there will be work 7 ‘other hospitals, including 3 
sessions a week at Wilson Hospital, Mitcham. Applicants should 
have D.M.R., and wide experience in radiology ; a special 
interest, or higher qualification, would be an advati 

gira by letter (5 copies), giving date of birth, qualifica- 
tions, e mce, and names of 3 referees, to Secretary (8.1), 
South West, est ‘Metropolitan Regional Hospital Board, 114, Port- 
land-place, W.1, by 15th February, 1958. Applicants may 
visit hospitals by local arra 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time CONSEL TANS, PSYCHIA- 
TRIST at Cane Hill Hospital, Coulsdon, 8 ge 4 There are at 

present some 2300 patients resident and 4 ou —— clinics i 
the Hospital undertakes postgraduate teaching in associatio 
with the ae of Psychiatry. Candidates should possess the 
D.P.M. and a higher medical qualification and should prefer- 
ably have oa experience in a senior position at a progressive 
mental hospital. Nas: unfurnished m mette (7 rooms, with 
garden) is availabl 

Applications by letter (5 copies), giving oute of ae. .analiae 
tions, experience, and names of 3 referees, to Secre 8.1), 
South West Metropolitan Regional Hos es “Board, wo ort- 
land-place, W.1, by 15th February, 195 Applicants may visit 
hospital by arrangement with Physician-Superintendent. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 

PITAL BOARD requires Whole-time CONSULTANT PSYCHIA- 
TRIST at Beenie rev Fareham, Hants. Candidates should 
-P.M. and a higher medical qualification, and should 

ree had wide experience of mental La ny ot perenieny 

Applications by letter (5 copies), giving date of birth, qualifica- 
tions, experience, and names of 3 referees, to Secretary (8.1), 
— est Metropolitan Regional Hospital Board, 11a, Port- 

Solon, Wt. W.1, by 15th February, 1958. Applicants may visit 
hoond 1 by local arrangement. 
ware WEST METROPOLITAN REGIONAL HOS- 
BOARD requires Whole-time ASSISTANT PSYCHIA- 
TRIST (Senior "Hos ital Medical Officer grade) at Warlingham 
Park Hospital, Warlingham, Surrey. Candidates should pees 

-P.M. and have wide capone in psyc a 
experience in child psychiatry an advan yaa ospital uses ant 
modern —— treatments and emphasises occupational, 
p= on group methods. Single accommodation available it 


ye by letter (5 copies), siting date of birth, qualifica- 
tions, experience, and names of 3 referees, to Secretary (8.1), 
South West Metropolitan Regional Hospital Board, 11a, Port- 

d-place, W.1, by 8th wane, 1948. ‘Applicants may visit 


lan 
hospital by local arrangement. 
SOUTH WEST METROPOLITAN EGIONAL HOs- 


PITAL BOARD requires Part-time CONSULTANT PHYSICIAN 
(7 half-days per reek) for the Guildford i, Gullafor Group eae hos- 
itals. = jes mainly at St. Luke’s Hospital, G 


























l candidate will be expected to live in or near G 
LSnlications Lg letter (5. (5 copies), giving date of birth, qualifics- 
tions, experience, and names of 3 referees, 8.1), 


South West Metropolitan Regional Hospital Board, 11a, rt- 
land-place, W.1, by 15th February, 1958. ‘Applicants may visit 
hospital (s) by 1 arrangement. 
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SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD requires a Whole-time CONSULTANT BAC- 
TERIOLOGIST to take charge of the wv meg the City 
Hospital, Aberdeen. The Laboratory undertakes blic Health 
work and Hospital work and the examination of specimens 
referred by general practitioners from the whole of the north- 
eastern area of Scotland. 

Applications, together with the names of 2 referees, should 
be forwarded by - February, 1958, to the Senior Administrative 
Medical Officer, 1, Albyn-place, Aberdeen, from whom further 
particulars and a form of application may be obtained. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Whole-time PSYCHIATRIST (Senior Hos ae 
Medical Officer grade) at East Lothian Mental Hospital, 
dington (235 Beds). The successful candidate will be expected 
to take an active part in the development of the outpatient and 
— ame chiatric services in the area. 

y, — particulars of age, ey and previous 
a ence, the names of 3 referees, to the Secretary, 11, 
Drumsheugh-g ‘gardens, Edinburgh, 3, within 30 days. 





SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Whole- 
time ASSISTANT RADIOLOGIST based at the Dumfries and 
Galloway Royal Infirmary, Dumfries. Salary (at age 32 and 
oF on the scale £1653 15s.-£52 10s.—£2126 5s. 
pplications (16 copies), stating date of birth, 
onan ence, present appointment, and the names of 3 referees, 
the Secretary, Western Regional Hospital Board, 
nt-street, Glasgow, C.2, not later than 30 days 
after the publication of this advertisement. 
CANADA. BRITISH COLUMBIA 
2 RADIOTHERAPISTS required. Salary 
range, $10,000-$16,000 p.a. depending on experience. 
Applicants may write or interview Dr. A. M. Evans at the 
Dorchester Hotel, Park-lane, London, from 8th January to 
25th January, 1958. 
SOUTH AFRICAN BLOOD TRANSFUSION SERVICE. 
SEROLOGIST. Applications are invited from registered medical 
ractitioners with experience in clinical pathology. Salary scale 
1700-2£100-—2£2400; commencing notch according to experience. 
Annual leave 42 days, of which 21 al le may be accumulated to 
a maximum of 6 months; also annual leave allowance equivalent 
to 5% of annual salary rising to 10% after 10 years’ service. 
Membership of Staff vident Fund compulsory after con- 
firmation of a to permanent staff, contributions 
being 74% of salary by the Service and 5% by the employee. 
The appointment will be on a probationary basis for the first 
6 months. 
Further particulars may be obtained on application to the 
5330 Jaki South African Blood Transfusion Service, P.O. Box 
9326, Johannesburg. 


Hospital Services: Junior reo ra 


ACTON HOSPITAL, Gunnersbury-lane, Acton, W.3. 
SENIOR HOUSE OFFICER (resident) required as Casualty 
Ministry of Health conditions 


to Hospital 


qualifications, 


VANCOUVER, 
CANCER INSTITUTE. 








Officer from 7th January, 1958. 
of service. 

Applications, with copies of 2 testimonials, 
Secretary within 7 days. 
BATTERSEA GENERAL “HOSPITAL, . Battersea Park, 
§.W.1l. HOUSE SURGEON/CASUALTY OFFICER. Com- 
bined Post. Resident. Vacant early Febru House Officer 
grade, not pre-registration and not recognised for F.R.C.S 

Apply, enclosi copies of 2 recent testimonials, to Hospital 
Secretary, with whom arrangements can be made to view the 
Hospital, 
BETHLEM ROYAL HOSPITAL AND THE MAUDSLEY 
HOSPITAL. App plications are invited from registered medical 
practitioners for the appointment of REGISTRAR for the 
— from ist April, 1958, to 7th April, 1959, at the above 
‘ostgraduate Teaching Hospital, with which is associated the 
Institute of Psychiatry (University of London). Candidates with 

rience in general medicine and neurology or in psychology 
receive special consideration. 

Applications, giving details of experience and the names of 
2 referees, should be made within 2 weeks of the eppearenee of 
this advertisement. Application forms obtainable J. 
JOHNSON, House Governor and Secretary, Maudsley Hospital, 
Denmark Hill, London, 8.E.5. 
BETHLEM ROYAL HOSPITAL AND THE MAUDSLEY 
HOSPITAL. Applications are invited tered medical 
peor titioners for the we wy of Sinion HOUSE OFFICER 
or the period from Ist Speil , 1958, to 7th April, 1959, at the 
above Postgraduate Teach ng, Hospital, with which is associated 
the Institute of Psychiatry (University of London). Experience 
in general medicine and neurology or in the basic sciences is an 
advantage. 

Applications, 





ving details of experience and the names of 2 
referees, sho made within 2 weeks of the appearance of 
this advertisement. Application forms obtainable from K. 
JOHNSON, House Governor and Secretary, Maudsley Hospital, 
Denmark Hill, London, 8.E.5. 

age GREEN HOSPITAL, Cambri 
E.2 lications are invited for the pre- 





ye Heath-road 
wa on post of 


House HYSICIAN vacant 13th February, 1 

Applications, stating experience, and copies a 2 testimonials, 
to Hospital Secretary. __ 
CONNA —, HOSPITAL, Walthamstow, E£.17. (123 
Beds. ) Apeicetions are invited for —, post of RESIDENT 
ANASTH IST, graded Senior House Officer. Post vacant 


Salary By ong 108. p.a., Pe £150 p.a. for 
board, lodging, &e. d for D.A. and F.F.A. R.C.S. 
Applications, stating age, qualifications and. experience, 
together with copies of 2 recent testimonials, should be sent 
immediately ay Secretary, Hospital eee Committee, 


16th February, =" 


Forest Group, Langthorne- road, E.11 
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CHILDREN’S HOSPITAL, Sydenham, 8.E.26. House 
OFFICER (medicine and surgery) required Ist March. Recog- 
nised for D.C.H. 

Apply, naming 2 referees, to Administrative Officer by 24th 
January. ee - mae : 
DREADNOUGHT SEAMEN’S HOSPITAL, Greenwich, 
8.E.10. HOUSE SURGEON (pre-registration) required on 13th 
February. 

Applications, stating age, nationality. qualifications and 
experience, and giving the names of 3 recent referees, should be 
sent to the Secretary at the above address not later than 25th 
January. = PUSS BAS 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE pose glow ~ anovr .) Applications 
are invited from pre-registration ce SUNG! yomen medical 
a for the post of HOUSE UROEON to Gyneeco- 

cal Department (recognised M. G.). Duties to 
commence Ist March, 1958. ye RR, +. $ months. Sa 








>. accordance with Ministry of Health scale for House 
cers. 
Applications, with copies of 3 recent testimonials, should be 


sent to the Secretary, Elizabeth Garrett Anderson Hospital, by 
28th January, 1958. 
FULHAM Ke HOSPITAL, St. Dunstan’s-road, Hammersmith, 
W.6. lications are invited for ap ointment as SURGICAL 
REGIST AR. Post vacant Ist March, 1958. Candidates may 
visit the Hospital by arrangement with the Surgeon-Super- 
intendent. 

Suedtestions | (5 co Pray gees) to be submitted immediately, on forms 
obtainable fro returna’ rx to, Group Secretary (L.123), 5, 
Cc Collingham-gardens, London, 8 W.5. 
GERMAN HOSPITAL, London, E.8. (Generai—157 Beds.) 
ae for the 6-month resident oe vacant 4th February, 

-registration HOUSE SURGEO hould reach the Group 
Secretary, an Hospital, London, E.9, by 27th January, 
quoting GH/P 
auy’s OSPITAL AND THE SOUTH EAST yee et 
POLITAN REGIONAL HOSPITAL BOARD. Applications are inwited t 
oe the established vacancy for a SENIOR REGISTRAR . 

ostic Radiol to the Board of Governors of Guy’s Hos- 
pi and the South East Metropolitan —- Hospit: Board, 
the Bromley Group, on an exchange basis during a 4-year 
tenure of the post. he appointment will be made jointly 27 
the bodies concerned. The post, which will “¥ reviewed annually 
is subject to the terms and conditions of service of hospital 
medical and dental staff (England and Wales) with duties com- 
mencing on Ist March, 1958. 

Forms of application are obtainable from, and should be lo * 
with, the Superintendent, Guy’s Hospital, London Bri 
S.E.i, not later than 25th January, 1958. pS Seite 5" 
HACKNEY HOSPITAL, London, E. as a gn 841 Beds.) 
Applications for the 6-month residen acant end of 
February, of Pre- ote HOUSE PHY ICLAN should reach 
Secretary, above address, by 3rd February, quoting HH /PHP. 
HAMMERSMITH HOSPITAL AND INSTITUTE OF 
pm eer AND GYNAXCOLOGY AND SOUTH EAST METROPOLITAN 

GIONAL HOSPITAL BOARD. Joint appointment. Whole-time 
REGISTRAR (obstetrics and gynecology) required Ist April. 
Appointment tenable for 2 years, the first 6 months at Hammer- 
smith Hospital and Institute of Obstetrics and Gynecology, 
the next ig at the Brighton and Lewes Group of hospitals, 
returning to Hammersmith Hospital for the final 6 months. 

DP ne mae stating age, a experience, names 

referees, to Secretary, Board of Governors of the 
; SY West London Fate y St. Mark’s Hospitals, Ducane- 
road, London, W.12, by Ist February, 1958. 
KING EDWARD ME Grancl HOSPITAL, Ealing, W.13. 
HOUSE OFFICER in ology, at above Hospital, with 
opportunity for a little obetotrios at Perivale Maternity Hospital, 
Greenford. -registration surgical post. Preference given to 
—-s seeking second pre- coginwetiion post under the Medical 
Act, 1950. 

Applications, proer nid age, nationality, qualifications and 
experience, with co me of 2 recent testimonials, to Group Secre- 
tary. South West Middlesex Hospital Management Committee, 
West Middlesex Hospital, Isleworth, by 27th January. 


























LAMBETH HOSPITAL, Brook-drive, 8. =. SR pooree- 
tions are invited from pre-registration and medical 
ractitioners for the ap me of RESI ENT" HOUSE 


URGEON in the Obstetric and Gynecological Unit. Appoint- 
ment for 6 — from Ist March, 1958. Convenient if successful 
out a fortnight’ s locum duty from 15th 

A ospital recognised for M.R.C.O.G. and 
D.Obst.R.C.0.G. 


Application forms from the Secretary. Self addressed envelope 

should be enclosed. 
LONDON CHEST HOSPITAL (Country erepeeh. Hos- 
PITALS FOR DISEASES OF THE CHEST. REGISTRAR in Clinical 
Pathology (Registrar grade). A vacancy occurs at the country 
branch near Letchworth. The appointment is a_whole-time 
one and will be for 1 year in the it instance and the holder 
may be resident or non-resident. 

Applications, stat: qualifications with dates, and 
previous experience, toget er arith copies of 3 testimo 
should reach the sabiaeiinad not later than 1, = January, 1958. 

G. Bratt, Acting House Governor. 
London Chest Hospital, E.2. 
NORTH ee Eg vit ten AND EDMONTON 
CHEST CLINIC, London 9 are invited for the 
ost of SENIO OUSE. “orr ER (tuberculosis), resident, 
or ist March. Appointment for 6 months in the first instance 
with possible extension to 1 year. Duties at above Hospital and 
linic under direction of the Chest Physician. Further details 
on request. 

Applications, stating age, pr 7 moar experience, with 
copies of recent testimonials and/or names of 2 referees, to 
Hospital Secretary, by 30th January. 
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ORTH MIDDLESEX HOSPITAL, London, N.18. 2 
RESIDENT HOUSE PHYSICIANS required, for Ist March, 
for 6 months. General medicine. Approved pre-registration 
oy (first or second). 

lications (in own handwriting), stating age, nationalit 

=. cations, experience, with copies of recent testimoni 
to Hospital Secretary, by 29th January. = 
PADDINGTON GENERAL HOSPITAL, Harrow-road, 
w.9. aes Beds. ) Aggheoteene are invited for the post of 
REGISTRAR (surgical) whole-time, non-resident. Experience 
includes general ward and outpatient work, ane | the a wre 
and teac of medical students from St. ~ ow ph Hospi 
Medical School. The Hospital may be visite 
appointment. 

Application forms obtainable from and returnable to the 
Secretary 





to the Committee, Pad on Group Hospital 
a Committee, Harrow- road, W.9, by 29th January, 
LAR HOSPITAL, East india Dock-road, £E.14. Senior 
HOUSE OFFICERS (2) required at above Hospital. Duties 
are mainly in connection with the receiving room and Casualty 
Departments. 1 post vacant now, the other post vacant end of 





February. 
Applications, giving full details, to Group Secretary, Bow 
Group Hospital Management Committee, 2a, Bow-ro E.3. 
QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
CHELSEA HOSPITAL FOR WOMEN, Department of Pathol 
Applications are invited for the post of REGISTRAR in Patho: 
logy. Previous pene is desirable and details of the 

can be obtained m the Director of the Department. ne 

post is non-resident 

Apptostiove to the House Governor by 31st January, on forms 
obtainable from 339, Goldhawk-road, London, W.6. 

QUEEN CHARLOTTE’S AND CHELSEA ay ght ls 
UEEN CHARLOTTE’S MATERNITY HOSPITAL. SENIOR HOUSE 
FFICER in the Pediatric Department. Resident post tenable 

for 6 months in the first instance from Ist April, 1958. Duties 

will include the supervision of the babies, research work under 
the visiting staff, and charge of the follow-up clinics. Previous 
experience at a children’s hospital is csteutia and possession of 

a higher qualification is desirable. 

Applications to the House Governor by 27th January, 1958, 
on forms obtainable from 339, Goldhawk-road, London. 6. 
QUEEN MARY’S HOSPITAL, Roeham London 
Sis. (348 Beds.) SURGICAL REGISTRAR required 
whole time. National Health Service terme and conditions. 

Detailed applications (4 copies), giving nationality, date of 
birth, qualifications, experience, present ag mm ae and names 
of 3 "referees, should reach the S Secretary of Health, 
Division 4(v), Norn Oe, Black oo L lanes) by 8th ith Febrigre 1958. 
QUEEN MARY'S OSPIT FOR THE EAST END, 
STRATFORD, E.15. HOU! SE PHYSICIAN (third post ) for 6 months 
commencing 18th February, 1958. 

reer with the names of 2 referees, to Hospital Secre- 

y 25th January, 1958. 
oe NEUROSURGICAL CENTRE (66 
OOK GENERAL HOSPITAL, Shooters Hill-road, S.E. 18. SENION 

HOUSE OFFICER Gearosureer ers Vacant earl February. 

Post recognised for F.R.C.S P.M. and provides excellent 

cppemnety for training in Ao Lag 

anit y to Group Secretary, Memorial Hospital, Woolwich, 

















es LONDON HOMCOPATHIC HOSPITAL, Great 
Cumann sesedt and Queen-square, W.C.1. Applications are 
invited fro tered medical practitioners for the post of 
RESIDENT, H USE SURGEON with care of penestesie® 
beds. Vacant 10th February, 1958. Post tenable f r 6 months. 
Candidates will be required to attend for inte 
Applications, stating age and full parti oe nosey 4 ‘Secretary. 
ROYAL NATIONAL ss sae NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, 1, and Golden-square, W.1, with 
which is associated the Institute of ns 4 and Otol 
& Universit of London). GENERAL P CTITIONER 
LINICAL ASSISTANTS and OUTPATIENT ASSISTANTS. 
These appointments give those engaged in general practice who 
are able to attend for 2 sessions weekly over a period of 15 
months commencing in March, 1958, the opportunity of widening 
their clinical experience in the specialty. At the end of 3 months’ 
training period the holders will be appointed as Outpatient 
Assistants with scepmnereiien, under paragraph 10 (b) of the 
National Health Service terms and conditions of service. 
Further particulars may be obtained from the House Governor. 


pag tee EAST REGIONAL THORACIC SURGERY UNIT 
(50 Beds), BROOK GENERAL HOSPITAL, Shooters Hill-road, S.E.18. 
SENIOR HOUSE OFFICER. Vacant mid-February. 
nised for F.R.C.S. 6 months’ appointment and may then be 
renewed for a jerther period. The Unit treats all types of chest 
diseases and offers opportunity for comprehensive training in 
thoracic surgery 
anh” to Group Secretary, Memorial Hospital, Woolwich, 














south WESTERN HOSPITAL, Landor-road, 8.W.9. 
Applications are invited from Women candidates for the post of 
HOUSE SURGEON (pre-registration) at the aber Hospital. 


Vacant ist Feb: 1958. pues a ry and 
o successful candidate wi will pel ane y to relieve the 


use S nm at the Annie Mocall Niaternity Hospital 
“applicat on forms from the Hospital Secretary to be returned 
as soon as possibl 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from registered medical Women for the post of SENIOR 
HOUSE OFFICER in Pathology. Vacant 24th March, 1958. 
vious experience in laboratory work is not ase 
Applicants be required to live near the Hospital. 
or forms of application apply to the Secretary. 














SOUTH LONDON HOSPITAL ee Baty = AND 
CHILDREN, Clapham Common, S.W.4 WEST ae 
POLITAN REGIONAL HOSPITAL BOARD. ‘Applications are invi 

from Women medical pancttionste for the post of MEDICAL 
REGISTRAR (7 sessions wee aly) beg 4 Ist April, 1958. The 
ene will be for 1 year in the first instance. Canvassing 
Boot sequels but candidates are not pore Bees from visiting the 

osp: 


For forms of application apply @-— ont — 
envelope) to the Secretary, Lambeth Group Hosp: 

ment Committee, Renfrew-road, S. E.11, to aay sanainied 
forms should be returned not later than Ist February, 1958. 
SOUTH EAST METROPOLITAN EGIONAL 

PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Anesthetics to fill a vacancy in 
the approved trainee establishment at the Bermondsey and 
Somes Be ay ¢ of hospitals. The appointment will be in 
accordance with the terms and conditions of service of pwene 
medical and dental staff (England and Wales), and will be 

1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience, —_ relevant dates, pogethes with the names and 
addresses of 2 referees, to be sent to the retary, My 
Committee, South East Metropolitan onal Hospital Board 
11, Portland-place, London, W.1, not later than Ist February, 


ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited from medical practitioners for the appoint- 
ment of RESID NT HOUSE URGEON (Senior ouse 
Officer) to above Hospital for a period of 6 months from 9th 
February, 1958. 

WM omer form from Secretary, Tottenham Group Hospital 
¥ rp me he aoe, The Green, N.15, to be returned by 

st 


ST. SLEMEN ae ‘HOSPITAL, Bow, E.3. ead Physician 
(not pre- paiva) for general medical wards 

Applications, stating eee and experience, 
together with the 1 names and ad f 2 referees, to be sent to 
Hospital Secretary immediately. 
ST. JAMES’ Pon ao Balham, London, 8.W.12. Senior 
HOUSE OFFIC logy). Post vacant ist March. 
Ree d for ti y Cc. 

Applications, stating age, qualifications, experience and names 
of 2 referees, to Group Secretary, Wandsworth Hospital Group, 
at above address by 3ist January. 

ST. JAMES’ ame bdo ® hag London, eye House 
PHYSICIAN (peediatri lst wma-y ost recognised 
for D.C.H. Successful ake will also be Flore at to assist 
in Department of Pathology. 

Applications, stating age, qualifications, experience, and names 
of 2 referees, to bag Secretary, Wandsworth Hospital Group, 
at above address by 29th January. 
8ST. MARK’S HOSPITAL, City-road, London, €.C.1. 
Applications invited from — — trars who have completed 
their train or Registrars who have completed their a ten. 
ments at a e post of RESIDENT SU a soap Red. 

Part of time non-resident by arrangement. 
£1540 or mel 10s. respectively. Appointment Foals Ae for % 
months from Ist Apeiae wit. agar es7 J further extension 6 months. 
Pg my B- = cations, experience, names 
erees, to Secre’ The ‘Board ¢ C4 Abo ig The Hammer- 
aah, be <4 London pit ig) ospitals, Ducane-road, 
London, W.12, by Ist RT eg 
ARY’ HOSPITAL, a ag 4 Bepariment, 
PRINCESS LOUISE KENSINGTON HOSPITA CHILDREN, St. 
Quintin-avenue, London, W.10. HOUSE. “OFFICERS (2) 
required (second or third post}. Pre-registration candidates 
considered. Lime AR ig st March, 1958. 


























not ls 
A. C. Youne, Secretary. 
8ST. MARY’S wecitably qaalit eS ton, W.2. Applications 
are invited from suitabl a Male candidates for the post 
of Whole-time REGIS RA in — the Veneral Diseases De 
ment. The appointment, which is ——— suitable for persons 
reading for a Mee ualification, is for a first period of 12 
reelection as from ist rch, 1958, the holder being eligible for 
re-election 

AD lications, stating nationality, date of —_ ualifications, 

of experience, together rth dates and National Health 

pees ma gradings of previous and same rn eppointasents and name 
and addresses of 3 referees, should reach ALAN POWDITCH, House 
Governor, not later than 3rd February, 1958. 
ST. MARY’S HOSPITAL, Paddington, W.2. y istrar 
(w whole-time) required to the ee cs (Wright 
nstitute of \ieeybiology). The ap tment is for a first “eo 
of 12 months with kynwnd from ith: h, 1958; remuneration 








be at “ trar ” 
Applications stating nationality, on of birth, permanent 
aétres, 4 ualifications with dates and details of previous and 


resent "appotntenents, together with the names an of 
Pr reterecs, should reach ALAN PowpITcH, House Governor, not 
later than 28th January, 1958. 
ST. MARY'S HOSPITAL, Paddington, W.2. 2 Casualt 
SURGEONS (non-resident) required for a first period of 
months with effect from Ist March, 1958. Remuneration to be 
at “Senior House Officer ’’ rates. ‘Candidates must have held 
an ap o geomneed as House Surgeon at this Hospital or at another 
Hospital approved by the Board of Governors. 
wa gbBlicatio om, stating nationality, date of birth, permanent 
dress, alifications with dates, and details of previous and 
pa appointments, together with the names and addresses of 
Hy referees, 8 d reach N PowpitcH, House Governor, not 
later than oech January, 1958. 
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T. MARY'S HOSPITAL, Paddington, W.2. Outpatient 
SU RGICAL ASSISTANT (part. -time, graded Senior House 
Officer) required for 3 notiona half-days per week. The appoint- 
ment, which is for a first period of 12 months, is des 
men or women who have already passed their Primary 
and is ideally suited for those reading for the Final, as a large 
number of clinical cases are available. The successful candidate 
will be required to take up duties as soon as — 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and details of previous and 
= appointments, together with the names and addresses of 

referees, should reach ae PowpiItTcH, House Governor, not 
ST. PETER’S, ST. PAUL’S AND ST. PHILIP'S HOS- 
PITALS. RESIDENT SURGICAL OFFICER (Senior Registrar 
grade) required for St. Peter’s Hospital on Ist April, 1958. 
Applications invited from Male candidates on the British 
Register who have completed their training in general surgery. 
Appointment for 6 months, with ae il for a further 
6 months if recommended. Candidate should be prepared to spend 
1 year at the hospital if required. 

Apotiontiens (12 copies), and the names of 3 referees, should 
reach the House Governor, St. Peter’s Hospital, Henrietta- 
greets W.C.2, by Ist February, 1958. 

STEPHEN'S HOSPITAL, Chelsea, 8.W.10. Obstetric 
AND GYNAZCOLOGICAL HOU SE SURGEON (resident). 
Post-registration. Post recognised for D.Obe RCO.G. Vacancy 
18th February. 

Applications, naming 2 referees, to Medical Superintendent 
within 14 days of date of advertisement. 

THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 8th April, 
1958, for a RESIDENT DENTAL HOUSE SURGEON (Senior 
House Officer). The pes: is recognised for the Fellowship in 
Dental Surgery, Royal College of Surgeons. Experience is given 
in cy oral surgery and orthodontics. 
Se and form of application, which must be 
et not later than Monday, 3rd February, 1958, may be 
obtained from the undersigned. 
. F. RUTHERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK COLDRER, ‘Great Ormond- 
street, London, W.C.1. There will be a vacancy on or about 
18th April, 1958, for a SURGICAL OUTPATIENT ASSISTANT 
(Senior Registrar grade) for 1 session per week (Monday 
mornings 

Full Ivparticulars and form of application, which must be 
returned not later than Monday, 3r February, 1958, may be 
obtained from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vacancies on 15th April, 
1958 "tor the following Senior House Officers :— 
2 How USE PHYSICIANS 
HOUSE SURGEON 

Pull articulars and 
returned not later than Monday, 3r 
obtained from the undersigned. 

H. F. RUTHERFORD, 


later than 3rd February, 





which must be 


form of application, 
1958, may be 


February, 


House Governor and Secretary. 


UNIVERSITY COLLEGE HOSPITAL, Gower-street, 

W.C.1. Applications are invited for the post of MEDICAL 
REGISTRAR for 1 year in the first instance from Ist aha 
1958. tt — will include a period of duty at the W hitel 
Hospital, N.19. Preference will be given to candidates hol 
higher TE 

Applications, with names of 2 referees, to T. F. W. MacKEOWN, 
Administrator and Secretary, by 3lst January, 1958. 


WANSTEAD HOSPITAL, Hermon Hill, E.11. er Beds.) 
HOUSE SURGEON required. Rec d ‘tor F.R.C.S 
Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, F — i ated 
Hospital | Management Committee, Langthorne-road, 
WHIPPS CROSS HOSPITAL, Leytonstone, E.11. i are 
tions are invited for the post of Pre-registration HOUSE SUR- 
GEON (orthopeedics) which becomes vacant 4th March, 1958. 
Application forms from the Hospital Secretary to be returned 
8th January, 1958. 
WHIPPS CROSS HOSPITAL, Leytonstone, E.11. Applica- 
tions are invited for the post of pre-registration OUSE 
PHYSICIAN (general medicine) which becomes vacant Ist 
March, 1958. 
oat plication forms from the Hospital Secretary to be returned 
y 28th January, 195 
WHITTINGTON, HOSPITAL, London, N.19. Medical 
REGISTRAR (Neurological and General). Vacant Ist April, 
1958. Unit contains 60 Beds and is associated with the neuro- 
surgical unit. Post recognised for M.D. (London). Hospital may 
be visited by direct a oe me cy 
Application forms obtainable from and returnable to Group 
Coorseary. 46, Cholmeley Park, Highgate, N.6, by 27th January, 
ABBOTS LANGLEY, HERTFORDSHIRE. LEAVESDEN 
HOSPITAL. Vacancy for JUNIOR HOSPITAL MEDICAL 
OFFICER, tenable for short term (2-3 years), at above Hospital, 
accommodating all grades of mentally defective patients. 
Recognised for D.P.M. 2 sanatoria for pulmonary tuberculosis. 
Geriatric hospital within the Group. Visited by Sy dmeclalints in a 
number of specialties. 
mig to Physician-Superintendent, 
pital, Abbots Langley, Herts. 
ALTRINCHAM GENERAL HOSPITAL. St. Anne's 
E.N.T. DEPARTMENT, ALTRINCHAM, CHESHIRE. (53 Beds.) REGIS- 
TRAR required (preferably resident). Vacant January, 1958. 
This R offers excellent opportunities of practical experience 
under F.R. gt ations. 





Leavesden Hos- 


and is recognised ur 

Applications to be forwarded, names of 2 referees, to the 
Group Secretary, North and Mid- “Cheshire Hospital Management 
Committee, The Hospital, Sinderland-road, Altrincham, Cheshire. 
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ALEXANDRIA, DUNBARTONSHIRE. VALE OF LEVEN 
HOSPITAL. (156 Beds. ) SENIOR HOUSE OFFICER required in 
a and Gynecolc ogy 

ications should submitted direct to the Medical Super- 
inten lent at the Hospital. 
ASHFORD HOSPITAL, Ashford, Middiesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE SURGEON for general surgical duties. 
6 months’ appointment, preference given to pre-registration 
candidates. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital immediately. 

BARNSTAPLE. NORTH DEVON INFIRMARY. (106 
Beds.) HOUSE SURGEON (pre-registration); vacant now. 
The Hospital serves a wide area of pleasant countryside and the 
post affords good opportunity to study excellent clinical material. 
Apply to Group Secretary, 19, Alexandra-road, Barnstaple. 














BARNSTAPLE. NORTH DEVON INFIRMARY. 105 
a.) HOUSE PHYSICIAN (pre-registration) req in 
arch. 
Applications, naming 2 referees, to Group Secretary, 19, 
Alexandra-road, Barnstaple, N. Devon. 








pa tg baat Lit np ee nae NORTH LONSDALE HOS- 
‘AL. pgrticetions are invited for = resident post of HOUSE 
OFFICE (surgical) (recognised for pre-registration) at_ the 
North Lonsdale Hos + 9 Reesacte-Perneal Post available 
a - Recognised for F.R.C.S. 
nad eg ed to the Group Secretary, Barrow and Furness 
— tal Management Committee, 105, Abbey-road, Barrow-in- 





BEBINGTON, Beg te CLATTERBRIDGE HOS- 
PITAL. CENTRAL 
won SE OFFICER “(peediatrics) for unit of 82 Beds. Recog- 
ised pre- tration and D.C.H. 
HOUSE OFF CER (general medical and geriatrics). Recog- 
nised pre- stration 
HOUSE OFFICER (general surgery). Recognised pre-regis- 


tration. 

All posts are tenable 6 months from Ist March, 1958. Salary 
according toe previous posts held. 

Application forms, from Secretary, to be returned by 25th 
January, 1958. 
BEBINGTON, CHESHIRE. CLATTERBRIDGE MATER- 
NITY HOSPITAL. (54 Beds.) CENTRAL WIRRAL GROUP. SENIOR 
HOUSE OFFICER (obstetrics and gynecology). Salary accord- 
ing to previous posts held. 

S pplication forms, obtainable from the Secretary, to be returned 
as soon as possible. 

BECKENHAM HOSPITAL, Kent. Ceeuelty Officer 
(Senior House Officer) required immediately for 1 year in 
instance, with duties in Orthopedic and Fracture Departments. 
Recognised for F.R.C.S 

Apply, stating age, nationality, qualifications, and experience, 
and naming 3 referees, to Administrative Officer. 

EDFORD GENERAL HOSPITAL. ( eds.) House 
SURGEON post vacant immediately. Pre- or post-registration, 
recognised for F. R.C.S. Post offers enaspeneal opportunities 
for ‘seneral experience in busy acute s cal units. 

Applications, with copies of testimonials, to be sent immedi- 
ately to Group Secretary, oon wy A os ~ | Hospital 1 Management 
Committee, 3, a eA road, 

BI IRMINGHAM (GANATORIA) ee HOSPITAL 
MANAGEMENT Appice are invited for the post 
of JUNIOR HOSPITAL. ME eal. OFFICER at West Heath 
Hospital, Rednal-road, ngham, 31, vacant Ist January, 
1958. (207 Beds for the treatment of tuberculous and non- 
tuberculous chest cases. ) e successful applicant will reside or 
the anes Hospital inoseuumnaGetiant for single person only), an 

will be offered facilities for Hes street, Binning at the B - 
ham Chest Clinic, Great Charles-street, ham, 3 








Applications, stating age, epee and experi- 
ence, together with copies of 3 recent a mae ty , should be 
addressed to the Group Secretary, Birm ’(Sanatoria) 


Group Hospital Management Comunsttes, Vanier reen Hos- 


pital, Birmingham, 9 <1 
BIRMINGHAM AND MIDLAND EAR AND THROA 

HOSPITAL, Edmund-street, BIRMINGHAM, 3. HOUSE OFFICER, 
resident eg pre-registration), required Vacant ist 


February, 1958 
Applications. with copies of recent testimonials, to Group 


Secretary, Dudley Road Hospital, Birmingham, 18. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. (775 
Beds.) 2 HOUSE SURGEONS (general surgery). d 
for pre-registration and F.R.O.S. Vacant now. Each appoint- 
ment is pat as unit of approximately 85 adult and children’s general 
surgical beds under control of 2 Consultant Surgeons 

Applications marked House Surgeon to the Group Secretary, 
enclosing copies of 2 recent testimonials. 
BIRMINGHAM. THE UNITED BIRMIN s- 
PITALS. Applications are invited for the Ang of RESIDENT 
REGISTRAR in Aneesthetics to-the United Birmingham Hos- 


itals. The appointment is tenable for 1 year in the first ppance 
Preterence wil be rr to “Fy mecpaes who have passed Part I, 
A., or 


Application forms may - obtained from the Secretary eee 
Birm orenke ham Hospitals, Queen Elizabeth Hospital, B: 


15, and should be returned to him by 31st Jon , 1958. 

BIRMINGHAM REGIONAL HOSPITAL SOARD A 

UNITED BIRMINGHAM HOSPITALS. Whole-time SENIOR REGIS. 
Warwickshire 














TRAR in Radiodiagnosis. Duties at Coventry 
Hospital and other hospitals in the Coventry group (9 notional 
half-days) and United Birmingham Hospitals (2 notional 
half-days). D.M.R.D. essential. Non-resident. 


Application forms from Secretary, Reg as Hospital Board, 
, Augustus-road, Birmingham, 15, returned by 3rd 
fcivanty, 1958. 
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meray oe om REGIONAL HOSPITAL BOARD. 

Mid-Worcestershire Group. Birmingham-road, 
" Bromsgrove 
REGISTRAR (casualty, required, also to deputise for Surgical 
Registrar, Kidderminster and District General Hospital (112 
Beds). Experience specialty essential. Higher qualification 
desirable. esident or non-resident. 

“= Bromwich Group, Edward-street, West 


Bromwich 
Waar Leena (anesthetics). Duties at West Bromwich 
and District General Hospital, Hallam Hospital, West Bromwich, 
and the Midland Centre for Neurosurgery, Smethwick. Experi- 
ence specialty yeti Married quarters available. 

(b) Hallam Hos West Bromwich (456 Beds). Locum 
Tenens SURGICAL REGISTRAR. Resident. Salary £19 5s. p.w. 
less any charges. Commencing 6th February for approximately 
3 —_— . Experience specialty essential. 

ee forms from Group Secretaries to be returned, for 
1 an ; (a) b ae ae 1958, and 2 (b) immediately. 
BIRMING ROYAL THOPADIC HO TAL. 
SENIOR HOUSE. OFFICE ER. Preferably with orthopedic 
experience. Recognised by Royal College of Syrgeons. 334 Beds 
for long- and short-term orthopedic cases (non-traumatic) and 
extensive outpatient services 

pupmeatiots, with testimonials or names of referees, to the 

rator 
BISHOP Ly ata age — GENERAL HOSPITAL. 
SENIOR HOUSE OFFIC or JUNIOR HOSPITAL 
MEDICAL Beric ER A eSTHETIST required at the above 
Hospital. Grading according to qualifications and/or experience. 

Applications, includi names of 3 referees, to Group Sec- 
retary, South West Durham Hospital Management Committee, 
immediately, 

BISHOP AUCKLAND. THE GENERAL HOSPITAL. 











HOUSE OFFICER Be pape a and gynecology). Applications 
invited from d or pre- tration ractitioners. Vacant 
lst pa, ° 8 Recceulaed ‘or D.Obst. R.C.0.G. Depart- 
menta s 


Apply, nami 2 referees, to Gro 
Durham Hospital Management Co: 
BISHOP'S STORTFORD, HER HERTS 
AND ESSEX GENERAL HOSPITAL. (386 Beds. , SENIOR HOUSE 
OFFICER (surgical) required for general and orthopedic 
realdent duties. Salary £819 10s. p.a. less £150 in respect of 
dent emoluments. Appointment to commence Ist February, 


Secretary, South West 
nittee, os pears address. 


oPrurther particulars from, or applications with names of 2 
referees to, the Hospital Secretary (Telephone: Bishop’s Stort- 
fond O68). 
BLACKBURN. ROYAL INFIRMARY. (262 general beds.) 
Fiscencne wr DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 

JUNIOR OSPITAL MEDICAL ey oe or SENIOR 
HOUSE OFFICER fosnnealy ¢ and orthopeedics) required immedi- 
ately. Junior Hospital Medical Officer post can be: for any period 
up to 4 years. Recognised for F.R.C.S. 

ofey, to peomp Secretary, Hospital Management Committee 

oyal Infirmary, Blackburn. 

BUA KBURN AND DISTRICT HOSPITAL MANAGE- 
_—. COMMITTEE. 
Royal infirmar A Blackburn 
By = SE SURGEONS (2) ee for 25th January and 

st February, 1958. —_ an cocemntand for F.R.C.S, and approved 
tor pre- registration p 

Qu een’s Park Hospital, Blackburn 

HOUSE SURGEON required for Ist February, 1958. Post 

pused for F.R.C.S. and approved for pre-registration 


wi to Group Secretary, Somnie’ Management Committee 
Office, Royal Infirmary, Blackb 
BOURNEMOUTH. aSvaL VICTORIA HOSPITAL, 
WESTBOURNE. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
immediate appointment of SENIOR HOUSE OFFICE (resi- 
dent), for E.N.T. duties. — appointment is d for the 
D.L.O. diploma and facilities are provided for stu 

Apemoenians to the Hospital Secretary, Royal Victo ria Hos- 
pital, Shelley-road, Bournemouth. 


BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. a are invited for the 
appointment of GENERAL USE ng a The post 
which becomes vacant on 30th January, 1958, is recognised for 
the F.R.C.S. examination and for pre- ‘registration purposes, 
eaeeication to the Hospital Secretary 
STOL. MANOR PARK HOSPITAL. (650 Beds.) 
sUNIOR HOSPITAL MEDICAL OFFICER. Salary £852 10s.— 
£55-£1182 10s. Furnished accommodation available, together 
with board and laundry, for which a ch of £2170 p.a. is made. 
The Hospital caters for acute medical and chronic sick patients. 
Consultant staff visit regularly and there is ample time for post- 
graduate study. 
gen stating age, nationality, whether married or 
single, experience, qualifications, and neoane and addresses of 
2 referees, to be sent to the Group retary, Manor Park 
Hospital, Manor-road, repens Drntol within 14 days of the 
appearance of this advertisemen 
BRISTOL. souTHMEAD a HOSPITAL 
GROUP MANAGEMENT COMM papice cations are invited for 
the post of SENIOR HOUSE ¢ OFFI R (pediatrics) (resident) 
at Southmead Hospital for 12 months commencing Ist March 
1958. The post offers wide experience of general and neonatal 
trics and is associated with the University Departments 
d Health and Obstetrics. Preference will be given to mae 
oo wishing to enlarge their experience in the care of the 
newborn. 
Applications to be forwarded to the Group Secre , South- 
mead Hospital, Bristol, not later than 31st January, 1 58. 





























BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 

AGEMENT COMMITTEE. Frenchay Hospital. SENIOR HOUSE 

OFFICER, Regional ey ey of Neurosurgery. acancy 

occurs end of February, 1958, for the above post, tenable for 6 to 

= months. The post offers useful surgical experience and the 
portunity of gaining a working knowledge of neurological 

diagnosis Recognised for F.R.C.S. 
exApplications, to the Seoretaxy, Frenchay Hospital, quoting 

2 referees required. 





BRIGNTON GENERAL HOSPITAL. anon o re 
invited for the ap gL of HOUSE sty to the 
Orthopedic Unit. Vacant 12th February, 1 ssa Eee post is 
d as a pre-registration appointment. 

Applications, stating age, qualifications, and experience, and 
ome ving the names of 2 referees, should be sent to the Ph - 
uperintendent, Brighton General Hospital, Elm - rd B n. 
BRIGHTON. ROYAL SUSSEX COUNTY HOS PETA 
314 Beds.) CASUALTY HOUSE SURGEON required 22nd 
anuary.. Duties include work in Orthopedic and Traumatic 
Unit. Recognised for pre-registration and F.R.C.S. 

Applications, stating usual particulars and nearing. Save 
referees, to the ‘Administrative Officer, Royal 8 ty 
Hospital, Brighton. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(314 Beds.) HOUSE SURGEON (inclu gynecology ) 
coquyed Ist February, 1958. Pre-registration and recognised for 


oo ae stating usual particulars, and naming 2 referees, 
mennstestive Officer, Royal Sussex County Hospital, 


Brighton. 7 . 

BRIGHTON. SUSSEX EVE HOSPITAL. (56 Beds. 
HOUSE SURGEON required 11th February, 1958. 

for F.R,C.S. and D.O. Successful candidate te will be considered for 
senior post (Senior House geet on ee of 6 months. 


—— stati cations and experience and 
nome t 2 referees, op hE. Officer. 
SURLEY-IN-WHARFEDALE, Fg fl SCALEBOR 

Appice * Fem of JUNIOR 
HOSPITA MEDICAL LORFICER iy Gia or, or ale) at Scalebor 
Park, a modern hospital o: eve, amenity 
and private), for the acthre Sonpeuned ~ x natons and mental 
disorders. The Hospital is associated for teaching purposes with 
the Department of Psychiatry of Leeds University, and facilities 
will be granted for atten the D.P.M. course. The a is 
in accordance with the Whitley Council scale. A semi-detached 
house will be available for a married man, for which an agreed 
rental will be payable. 

A ications. 3 the Phpsician- Superintendent immediately. 

u ND T 
COMMITTEE. HOUSE SURGEONS (3). Applications are invited 
faling vac Sot dastuy Sennacy and Fetawars, 1908. 2 of the poste 

vacan anuary and February, of the p 

at Bury General Hospital and the third at Rossendale 
General wo ualificati d_ other details, to the 

pply, 8 qa cations and other de’ 
Group Beceotary at Bary General Hoepite aa a ene. 
CANTERBURY. KENT AND CA 
TAL. (277 Beds.) The post of GENERAL SURGICAL AND 
UROLOGICAL HOUS og dg my Ri re- ration or third 
post), which is recognised for the F.R.C.S., becomes vacant at 
the _ of January, 1958. National Health Service salary and 
conditions. 

Ap ee together with copies of 2 recent testimonials, to 

to the Hospital Secretary at the above Hospital. 
CANTERD BURY. KENT AND CAN 
PITAL. (277 Beds.) The post of OBSTETRIC HOUSE 
yt aire which is récognised for the M.R.C.0.G. and 
D.Obs C.0.G., becomes vacant early in February, 1958. 
Nationale Heeith Service salary and conditions. 

Applications, together with 2 recent testimonials, to be 
addressed to the Hospital Secretary at the above Hospital. 
CARLUKE, LANARKSHIRE. LAW HOSPITAL. Applica- 
tions are invited for the posts of JUNIOR poeest ay paar ei na 
OFFICER and HOUSE SURGEON in Orthopeedi a 
Law Hospital, Carluke (790 Beds). The unit aes a 120 
and deals with acute orthopedic and accident work from a large 
part of Lanarkshire, and offers excellent experience. 

Applications, giv: full details, should be submitted to the 
Group Medical Superintendent, Law Hospital, luke. 
CARLUKE. LANARKSHIRE. LAW HOSPITAL. Rapin itee- 
tions are invited for the post.of SENIOR HOUSE OFFIC 
Gnedices) ~ Ist ——- 1958. me “ 

pplications, stating age, qualifications an 
ence, ther with the names of 2 referees, ne la be id be = ted 
to the Group "Medical Superintendent, Law Hospital, Car! 
CARLUKE. LANARKSHIRE. LAW HOSPITAL. “Applica: 
tions are invited for the post of RESIDENT HOUSE SU EO 
(pre- or gr? registration) for the 6 months commencing Aeb 


Dplications, a age, year meg oe | and any previous 
cami ence, together with the names of 2 referees, should be 
pat to the Group Medical Superintendent, Law Hospital, 
Carluke. 

CATERHAM, SURREY. “ST. LAWRENCE’S HOSPITAL. 
- LAWRENCE’S HOSPITAL GROUP MANAGEMENT ©O) 

OUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. SENIOR 
PSYCHIATRIC REGISTRAR required at above Hospital. 
The Hospital, coprommensey, 20 miles from London, ae 
dation 2250 mentally defec war patients of all ages and syuee, 
affords _— facilities for study, and —— in peedia' 

and has research laboratory. Residential accommodation 
(single ) available at the prescribed charge. Candidates may 
visit the Hospital by arrangement with the Physician- 
a 

lication forms obtainable from the Grou 

Completed a (5 copies) to be returned to ty ig mg i by 31st 
Tune ft 
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CAMBRIDGE. PAPWORTH HOSPITAL. Papworth 
HOSPITAL MANAGEMENT COMMITTEE. Apphoatiens are invited for 
the post of SENIOR HOUSE OFFICER in the modern Thoracic 
Surgical Unit at above Hospital. The Unit, which contains the 
most up-to-date surgical and X-ray equipment, provides 
experience in a wide range of cardiac and pulmonary surgery 
Applications, giving details of previous experience, age, &e., 

together with names of referees, should be addressed to the 
Secretary, Pap = Hospital Management Committee, Feowerth 


Hall, Cambri SEOte SAA 
CAMBRIDGE. THE UNITED CAMBRIDGE HOSPi- 
TALS. RESIDENT REGISTRAR (Male) at Brookfields Hos- 
tal, Cambridge. This Hospital has 2 wards for infectious 
1 for general medicine and 1 for tuberculosis, and is the polio: 
myelitis centre for the south-west section of East Anglia. 
Appointment for 1 year in first instance, renewable for a second 
year. 
Apply, with full ‘particulars and names of 3 referees. to 
Secretary, Addenbrooke’s Hospital, Cambridge, by 8th February. 
CARSHALTON, SURREY. QUEEN MARY'S HOSPITAL 
FOR CHILDREN. (A general children’s hospital of 550 Beds. 
HOUSE SURGEON (Senior House Officer) required. (Gene 
surgery, E.N.T. and orthopedics.) Recognised for D.C.H. 
Applications, stating e and qualifications, together with 
1 recent testimonial and the names of 2 — should be sub- 


mitted to the Group Secretary im 
(161 Beds. ay 


Appeetioas are invited for the post of RES IDENT HOUS 
JRGEON. Pre-registration post. The post offers good surgical 
experience. Recognised for the F.R.C.S. 

i ae, together with 2 recent testimonials, to the 
s , Chelmsford Hospital Management Committee, 
Londen road, Chelmsford. 

CHELMSFORD HOSPITAL MANAGEMENT COM- 
MITTEE. Resident Locum MEDICAL REGISTRAR required 


for period 9th—22nd February. 

Applications to Secretary, Chelmsford Hospital Management 
Committee, Chelmsford and Essex Hospital, London-road, 
Chelmsford, Essex. 

CHELTENHAM GENERAL HOSPITAL. (220 Beds.) 
HOUSE SURGEON required (pre- or post- tion ). 
oe now. The post offers a wide experience general 

rgery, Synecology, and orthopedic surgery. Post d 
for the F.R.« 

Applications, with names of 2 referees, to be sent to Secretary, 
General Hospital, Cheltenham. 
CHERTSEY, SURREY. ST. PETER’S La nth OLS oe 
Botleys Park War Hospital). (430 Beds.) RESIDENT HOUSE 
SURGEON (Senior House Officer , Intern) required for 
Gynecological (30 Beds) and E.N.T. tenes 14 Beds) 
Departments. Salary in accordance wit and conditions 
of National Health Service. Post vacant Ist February, 1958. 

_——— together with names and addresses of referees, 
to Physician-Superintendent, St. Peter’s Hospital, as soon as 

















possible. 
CHICHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for appointment —_ 
SURGICAL REGISTRAR (Resident Surgical of cer) for 1 
(renewable) from 7th April for ee a i A at Royal 
Sussex Hospital, Chichester (202 
F.R.C.S. 7 residents (4 s cal) of whom Resident Surgical 
Officer the senior. Salary £935 first year, £1061 10s. second, 
each less £170 for residence. Candidates may visit hospital. 
Forms from Group Secretary, 174, Broyle-road, Chichester, to 
be submitted by 8th February. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for 
Essex County Hospital, Colchester —_ Beds) 
Post of HOU SE” SURG 3EON. Recognised for F.R.C.S. 
‘ hee = eas third or pre-registration pent, tenable for 
months. 
Post of Locum MEDICAL REGISTRAR for period Ist-28th 


February, 1958. 
Braintree, Essex (516 Beds) 


Black Notley Hospital, 
Post of HOUSE SURGEON. Includes duties in general sur- 


for 





gical and gynecological wards. Recognised for F.R.C.S. 
‘ mouths, third or pre-registration post, tenable for 
mont 


Applications, with copies of 3 testimonials, to Group Secretary, 
Colchester Group Hospital Management Committee, 14, Pope’s- 
lane, Colchester, Essex. 
CREWE AND DISTRICT MEMORIAL HOSPITAL. (108 

Beds acute, and continuation 32 Beds.) Pre- tration HOUSE 
OFFICER (surgical) required. Approved for F.R.C.S. Married 
quarters available. Vacant early February. On ‘completion, this 
post could be followed by pre-registration obstetrics post 
(approved for D.Obst.R.C.O.G.). 

Applications, stating age, qualifications, &c., with names of 2 
referees, to be sent to the Group Secretary, South Cheshire 
Hospital Management Committee, Barony Hospital, Nantwich, 
Cheshire, within 7 days after publication. 


DARLINGTON (near), AYCLIFFE HOSPITAL FOR 
MENTAL DEFECTIVES, AYCLIFFE HOSPITAL, 


HEIGHINGTON, near 
DARLINGTON, ©CO. DURHAM. Locum JUN 








IOR HOSPITAL 
MEDICAL OFFICER required for an approximate period of 6 
weeks commencing on 10th March, 1958, at the above Hospital. 
Salary £19 5s. per week, less an amount of £3 5s. 2d. per week in 
respect of residential accommodation. 

Applications to the Medical T. Ee arian, Gi 

ALLAN, Group Secretary. 

CUCKFIELD HOSPITAL, ‘Cuckfield, near Haywards 
HEATH, SUSSEX. RESIDE NT SENIOR HOUSE OFFICER 
(general surgery). Post vacant 1lith February. Tenable 6 
months in first instance. 

Applications, stating age, qualifications, nationality and 
experience, with names of 2 referees, to Group Secre , Mid- 





Sussex Hospital Management Committee. 
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CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
HEATH, SUSSEX. HOUSE SURGEON (orthopedic and trau- 
matic unit). Post vacant 22nd January. 

Applications, ng age, ae, qualifications and 
experience, and names of 2 referees, to Group Secretary, Mid- 
Sussex Management Committee. 

DERBY. CITY HOSPITAL. (260 Beds. Recog jalned, for 
— in obstetrics for D.Obst.R.C.0.G. and M.R.C.O.G.) 

FFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (obstetrics) required. Appointment for 1 year in 


the first moteone 
Apply t Secretary, Sheffield Regional Hospital Board, Old 
Fulwoo a -20ed, Sheffield, by 27th January, 1958, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. LE Dita. 
DERBY. a Ml anette 5S Derby No. 1 Hospitai 
MANAGEMENT CO Appi 2-7 one invited for the Snost 
of SENIOR HOU SE ‘OFF Surgery. This post is 
recognised for the F.R.C.8. Vaount Sreunine of March. 
Pn stating full details, together with copies of 2 
testimonials, should be sent to the Medical Superintendent, 
ore Hospital, Derby, as soon as possible. 
s Rd Lager tk ba Derby No.1 Hospital Manage- 
ben ne. Aognesions are invited for the posts 
of HOU ‘SE BU RGE S (2 vacancies) (pre-registration) or 
[re ig HOUSE OFFICER (surgical). Posts vacant early in 


Beeston, nag 8 full details, together with copies of 
2 recent testimonials, should be sent to the Medical Superinten- 
dent. City Hospital, Derby, as soon as possible. 

ERGY. Kit Begg tds Derby No.1 Hospital Manage- 

Applications are invited for the post of 

HOUSE. PHYSICIAN (Senior House Officer) (medicine) for 

= = General Medicine and Peediatrics. Post vacant early 
arc 

tt stating full details, together with copies of 2 

imonials, should be sent to the Medical Superintendent, 
City Hospital, Derby, as soon as possible. 
L..- eRe re Rivas HOSPITAL. Derby No.1 Hospital Manage- 
ITTEE. Aputeetions are invited for the post of 
HOUSE. PHYSICIAD (pre-registration) or SENIOR HOUSE 
pnt tty Lo (medicine) for duties in General Medicine. Post vacant 
early 

Applications, stating full details, together with copies of 2 
recent als, should be sent to the Medical Superintendent, 
City Hospital, Derby, as soon as possible. Re ie 

DERBY. DERBYSHIRE HOSPITAL FOR ee 
(72 Beds. Recognised for training for M.R.C.O.G.) FFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT" REGIS. 
Poin ally (gynecology) required. Appointment for 1 year in first 


Apply to Secretary, Sheffield yoo Hospital Board, Old 
Fulwood-road, Sheffield, by 27th January, 1958, giving age, 
nationality, qualifications, present and previous appointments 
with a naming 3 referees. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. tT Bede.) 
SENIOK HOUSE OFFICER (orthopedic). 

Recognise: 




















Vacant 
d for 6 months’ “ unspecified ’’ oo Rama for 
“Apply, giving full details and 2 names for reference, to 


DONCASTER RGVAE INFIRMARY. (330 Beds.) Ap w- 

cations are invited for the post of waaay ran (In 

or Senior House Officer). Post cand enck C8 
Applications, stating age, &c., an enclosing ‘Sonia of 2 recent 





testimonials, to the Mey AL wey Sy lt Hospital 
ment eR ee at Doncaster Royal I 

SET COUNTY HOSFITAG (108 

Beds. ) HOUSE. SURGEON required for resident, pre- itra- 


ost vacant mid-January and tenable for 6 months. - 


for F.R.C.S. examinations. 
stating age and qualifications, together with 


tion 


Spee 
copy testi monials, to Group Secretary, West Dorset Hospital 
a Committee, amers-road, Dorchester, Dorset, 
immediately 





DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP, BIRMINGHAM REGION 
The Quest Hos ital, Dudley (154 Beds) 
HOUSE OFFICER (medical), pre-registration. Post vacant 


now. 
The Corbett Hospital, e (114 Beds) 


Stourbrid 
HOUSE aa (surgical tration. Post vacant 


), pre- 


a 
dele 4 ital, near Stourbridge (478 Beds) 
HOUSE ay tice (surgical), pre-registration. Post vacant 
January, 1958. 


Prestwood Sanatorium, near Stourbridge (199 Beds. 


Tuberculosis ) 
Locum JUNIOR HOSPITAL Laas AL OFFICER, resident, 


required for a period of 1 y 
Apply Group Secretary, Guest “Hospital, Dudley, Worcs. 


EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
REGISTRAR in Chest Medicine, Ipswich Chest Clinic and St. 
Helen’s Hospital, Ipswich (resident—house available). Pre- 
ference will given to candidates with an interest in the epi- 
demiology of tuberculosis. Duties will include work with the 
new Community Soe, Survey Unit and the Associated School 
Tuberculosis Surv Clinical duties in chest medicine and in 
infectious disease | include work in the Outpatient Department 
and the wards of Helen’s Hospital. Appointment for 1 year, 
renewable for avi) ow Se 
xperience and the names of 3 
Senior *Rdministrative Medical Officer, 
117, Bem Cambridge, by 3rd February, 195 .. 
Candidates invited to visit the hospital pid direct men’ 
with Hospital ment Committee. my a ich ae 
East Suffolk Hospital, Anglesea-road Wing, I 
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EAST GRINSTEAD. UEEN VICTORIA HOSPITAL. 
RESIDENT HOUSE OFFICER (Male or Female) required 
immediately for General Hospital. Appointment for 6 months in 

it ane. Recognised for pre-registration purposes, and for 
F.R.C.S. examination. 

to Hospital stating age and experience, with names of 3 referees, 
tal Secretary. 

SPING. ST. an Lal HOSPITAL. Resident 
SENION HOUSE OFFICER (ourgery } Post vacant = 
February. Recognised for F.R.C.S. Busy general hospital wit: 
easy access to London. 

Applications, with copies of 2 testimonials, to reach the Group 
Secretary, Epping. Group Hospital Management Committee, 
ia Cottage’, The Plain, Epping, Essex, by 22nd January, 











EPSOM OISTRICT HOSPITAL, Dorking-road, Eps 
p ann gal RESIDENT HOUSE SURGEON required 12t Feb: 
ruary. Pre-registration post, recognised for F.R.C.S. 
Applications, stating age, Settlieeteaa. and experience, with 
copies of 2 recent testimonials, should be sent as soon as possible 
to Group Secretary at above address. 
EPSOM. THE MENTAL HOSPITALS GROUP LABOMA- 
TORY. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
Applications are invited for non-resident, Whole-time REGIS. 
TRAR in Pathology. The Laboratory affords excellent facilities 
for traini ng and experience in all branches ay athol ~ 
opportunities for specialisation and research n addition 
working at the Laboratory, the person appointed will be oe 
to visit and work at the hospitals served by the Laboratory. 
ty Mental B forms may be obtained from the Group Patholo- 
ental Hospitals Group Laboratory, at West — cane 
=. from whom full information may be obtain: 
an appointment to see the laboratory may 
ann oe ‘or ey pplicaitons Ist Feb 7 a8 
ASTERN 
HOUSE OPHICERS (2) required for ‘Surgical "Unit of Eastern 
District Hospital for the period February to July, 1958. Pre- 
tion posts. Active unit and busy Outpatient Department. 
__ Applications to Medical Superintendent. 
GRAVESEND ig ORTH KENT HOSPITAL. Graves- 
END. MEDWAY AN END HO®PITAL MANAGEMENT COM- 
MITTEE. HOUSE SURGEON. Applications are invited for this 
resident post, vacant now; approved under pre- ration 
regulations and tenable for 6 months. Post offers experience also 
in obstetrics, gynecology, and eeageeaiee. Salary £467 10s.— 
£577 10s. P ., according to experience. 
Applications to Hospital Score ” giving details of experi- 
ence, , qualifications, and nationa ty. 

Vv [IND AND NORTH KENT HOSPITAL, Graves- 
END, KENT. MEDWAY AND GRAVESEND HOSPITAL MANAGEMENT 
COMMITTEE. Locum HOUSE SURGEON required immediately. 
Salary £10 9s. per week. 

Anyieations to Hospital Secretary. __ 
HARROGATE AND DISTRICT GENERAL HOSPITAL, 
HARROGATE, YORKSHIRE. (253 Beds.) HOUSE PHYSICIAN, 
vacant Ist Febrnary, 1958. Approved pre-registration post. 
Pleasantly situated modern hospital. 

wee immediately, with names of 2 referees, to Hospital 


HEMEL: HEMPSTEAD, HERTFORDSHIRE. WEsT 
— 2 HOSPITAL. 2 HOUSE SURGEONS (pre-registration) 


Applications, giving full details and 2 names for reference, 
sho be sent to the Hospital Secretary as soon as ble. 
HERTFORD COUNTY es Chae (171 Beds. Hospital 
situated 21 miles from London.) lications are invi for 
=< Sn pans of HOUSE SURG] N (general, gynmcology 
rst or second post. To commence as 800! 
Dossble. Pre- fhm aterde post ; recognised under F.R, C. s. 
ations. 

Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts. 
HERTFORD nt eh HOSPITAL. (171 Beds. Hospital 
situated 21 miles m_ Londo: on. ) i mek tt are invi for 
spocecment of RESIDENT YSICIAN (Male or 

male), second post held. a | nie registration post. 6 
months’ appointment. Preference given to applicants who have 
held resident —, or meni sags in general hospital. Duties 

commence mid-Febru: 

Aseeens to Group retary, Hertford Hospital Manage- 
ment Committee, County Hospi Hertford, Herts. 
ot ate cater uinouote Gee. ot registration) or 
S (pre- or post-registra -) or 
SENIOR HOUSE OFFICERS (surgery) acco: toe 
required immediately. Posts are combined wit cgthopention 
providing excellent experience. Recognised for F.R.C.S. 

Applications, with names of 2 referees, to Group Secretary, 

General Hospital, Hexham, Northumberland. 
HASTINGS AND 8ST. LEONARDS-ON-SEA. BUCHANAN 
HOSPITAL. (91 Beds.) HOUSE SURGEON required for gynsco- 
logical beds (32) in hospital for obstetric and epee 
patients gals. Appointment rec d for .C.0 is 
vacant Monday, 24th February, 1958. Candidates for pre- 
registration service (surgery) can be considered. 

Applications, givi ng names and pAdresses of 3 referees, to be 
sent to the Hospital Administrator. 











= St 





























HASTINGS. 8ST. Naseee. HOSPITAL. (493 Beds. 
Pre-registration post 


Modern theatre 
sBouneri to Hospital Administrator. 
a TELD ROYAL INFIRMARY. at 

ERSFIELD HOSPITAL MANAGEMENT pt Mg 
SURGEON required to commence duty immediately. The 
post d on a pre-registration appointment and for 
he Fi R.C.S. Salary in accordance with national 

Pe together with copies of 3 recent testimonials, 

addressed to the undersigned as soon as possible. 
H. J. JOHNSON, 
Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. ies tet 

RUSSER Narrece ROYAL INFIRMARY. (285 Beds.) 
HUDD: oarenee ee nage COMMITTEE. Applications 
are invited fro frean re pay. poate tered medical practitioners 
for the post = - USE PH SICIAN, to commence duties on 
. March, 8. Salary in accordance with national 

eplidations together with copies of 3 recent testimonials, to 
Midressed to the undersigned as soon as possible. 
H. J. JOHNSON, 
retary to the Management Committee. 

nue Royal I my AS id. 

1 iT. LUKE’S HOSPITAL. (235 Beds.) 

App lications are invited for & ost P~ pny vee! MEDICAL 

g ICER (Junior Hospital M e) at the above 

ospital, to commence duties pn Ren = Group Geriatric 

yy nn Unit is based on this Hospi hich also caters for 

acute medical and ical, peediat: po ey atients. 
Salary in accordance with the terms and conditions service 

for hospital medical and dental staff, £852 10s. ~£55-£1182 10s. 

p.a. House available for married candidate. 

Applications, together with copies of 3 recent testimonials, to 

be sent to the undersigned as soon as possible. 
H. J. JOHNSON, 
retary to the Management Committee. 

The Royal ay Huddersfield. 

LFORD. Ki ~~ ORGE HOSPITAL, Eastern-avenue. 
There will. be cy for a HOUSE PHYSICIAN at above 
Hospital on re February, 1958. Ist or 2nd post pre-registration. 
bie li to Sag — fe pees am mpanied by 

plica' one, culars and 

testimonials should be d be sent to the undersigned “within 7 days of 
the appesnenes of this piven tingenent, 

H. F. Harris, Group Secretary lford, and 
Barking Geom Hospital Management Committee. 


oF SUFFOLK HOSPITAL (Anglesea- 

stad 6 Beds. ) Apptinetions gee laws ted for 2 of 

HOUSE 8s RGEON to Consul General fungeoma both 

vacant mid-J pat The posts are for pre-registra- 
tion and for the F.R.C. 

Appmentoons, with copies of ——— ‘testimonials, to Hospital 


KETTERING AND DISTRICT GENERAL HOSPITAL. 
pomae' Vtt OFFICER (Senior House Officer). 
or F.R.C.S, The vacant now, offers wide experience 
on all traumatic conditions including fractures and some 
orthopeedic cases with charge of 30 Beds. 
eemoniale, to be sent to the 


licati ed 
Group Secretary, General Hospital, Ket: 
NTAL HOSPITAL. (11 
Beds. ) lications are invited for the were: time t of 
FOUNIOR- OSPITAL “MEDICAL OFFICER 


all branches of psychiat ipgndiog cutpeiogs work and the 
Hospital is recognised for —- ence. Facilities for post- 
gradaate ‘i avaliable | ‘at Shemeld niversity. Resident accom- 
modation is available for a single man roe Pot mn woman, for which the 

be made. ates must have com- 








Geo 





: iow 
a cat se pom nen Le M. Forces. d full details with th 
ons, nationality, an e e 
<4 3 ore to Teens to the Medica] Superintendent as 
soon oa 


L R TONAL HOSPITAL BOARD Registrar 
vacancies 


Hull A, B, and East Riding Groups. Recognised for the 
F.F.A.R.C.8. Duties may include papa anesthesia. Non- 
resident. Post vacant Ist April, 1958 


Medicine 
St. James’s Hospital, Leeds (206 general medical beds). Duties 
those of Resident Medical Officer. Post vacant Ist April, 1958. 


Surg 
Dewsbury, Batley and Mirfield Group (120 —— surgical 
beds), Ta include some duties in the Casualty Department. 
Resid +s 


Hull Royal (80 general surgical beds), ang other 
hospitals in the Hull Mall A Group. Duties those of Resident Surgical 
Officer and includes additional duties in the Casualty Departatent 

Otley General Hospital (42 eocatel & surgical beds). d 
for the F.R.C.S. Consultan mainly from lees Tessens 
Boonies A dent cree ond yt available. ) Post vacan' 

apatesticnn: stating stating age, 4 qualifications and details of present 
intmen 


d previ A dates, together with the names 
on Ca oreane ol 3 vehwwens ~ , the Joint Registrars 








HASTINGS HOSPITAL MANAGEMENT COMMITTEE. 
Locum ORTHOPZADIC REGISTRAR required for whole-time 
Spates Soom 3 llth January, 1958. Remuneration £19 5s. per week. 
on- 
Gabbly, aiving details of qualifications and experience, to 
bein A retary, 11, Holmesdale-gardens, Hastings, as soon as 
le. 
HASTINGS. ST. HELEN’S HOSPITAL. (493 Beds.) 
SENIOR HOUSE OFFICER in Geriatrics required. Resident. 
Apply to Hospital Administrator. 








of 3 referees the 
Committee, Park- -parade, handy by 2 th January, 1 ie 
Coaes. a. Fk HE ay TED LEEDS HOSPITAL 
Mr tod, Of Senior House: Office? ORTHGEZDIC 
OFFICER. o ior House us he 
will be initially ad 6 months and will be renewable for a further 
of 6 months the r. Terms and conditions of service 


‘or hospital medical staff apply. 
Applications, — P qualifications, previous posts with 


date rence, to be sent to the Secretary to 
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THE UNITED LEEDS HOSPITALS. THE 
SENIOR HOUSE OFFICER 
Terms 


LEEDS. 
GENERAL INFIRMARY AT LEEDS. 
in E.N.T. Department required for a period of 6 months. 
and conditions of service for hospital medical staffs apply. 

Applications, giving details of age, qualifications, posts held, 

with dates, and 3 names for reference, should be sent to the 
Secretary to the Board, The General Infirmary, Leeds, 1, by 
not later than 23rd January, 1958. 
LINCOLN COUNTY HOSPITAL, Sewell-road. (200 Beds.) 
Applications are invited from pre- ‘registration candidates for 
appointment as HOUSE SURGEON for 6 months, commencing 
in February, 1958, to be followed, if satisfactory, by appoint- 
ment as House Physician for a further 6 months. 

Full particulars should be sent to R. W. Howick, Group 
Secretary. _ ats 
LIVERPOOL, 6. NEWSHAM GENERAL HOSPITAL. 
eC ays are invited for the opponent ft HOU SE Laks SI- 
C Y (pre-registration) or SENIOR HOUSE OFFICER. 
Grading according to experience. The a eeees is tenable 
from ist March, 1958, approximately and may be resident or 
— pe mere 

lications and inquiries to the Physician-Superintendent at 
thet the Hospital. H. BLYTHE, Group Secretary. 
LOWESTOFT AND NORTH SUFFOLK HOSPITAL, 
LOWESTOFT, SUFFOLK. SENIOR HOUSE SURGEON (resident) 
required immediately. Furnished flat available for married 
officer, if desired. Post recognised for Final F.R.C.S. examination 
requirements. The Hospital has a Consultant General Surgeon 
and is regularly visited by Consultants in all specialties from the 
Norfolk and Norwich Hospital. Membership of a Medical Defence 
Society is a condition of appointment. 

Applications, stating age, qualifications and experience, with 
names and addresses of 2 referees, to Hospital Secretary. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. HOUSE SURGEON, post now vacant. Tenable for 6 
months. Recognised as pre-registration post and for F.R.C.S. 

Applications — age, nationality, qualifications and ex- 

rience, together with copies of two recent testimonials, to the 

retary of the Hospital. 
LYMINGTON HOSPITAL, Lymington, Mampehire. 
Beds.) RESIDENT SENIOR 10U Se OFFIC R (medical) 
me dtppii Ist February, 1958. 
pplications, with copies of testimonials, should be forwarded 
soon as possible to Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
MACCLESFIELD HOSPITAL (West Park Branch). 
(204 Beds.) Applications invited resident pre- Esration post 
OBSTETRICS/GYNASCOLOGY HOUSE OFFIC vacant 
Ist February, 1958. Recognised D.Obst.R.C OG. "train ing. 
23 obstetric, 30 gynaecol lc _ beds. Also resident pre-registration 
pos ost GENERAL MEDIC Vacant ist February, 1958. 
Jepartment has 62 acute oa Excellent opportunities for gain- 
ing valuable experience. 


Apply immediately for both posts, with full particulars and 
names of 2 referees, to Group Secretary, Macclesfield and District 
Hospital Management Committee, “ Willerby House’’, Cumber- 
land-street, Macclesfield. 

YHEAD HOSPITAL, St. Luke’s-road, Maiden- 
HEAD. RESIDENT SURGICAL REGISTRAR. The appoint- 
ment is recognised for the final examination for the Fellowshi 
of the Royal College of Surgeons, and the successful candidate will 


ain excellent experience in general surgery. There are 4 other 
esidents, including a House Surgeon and a Casualty Officer. 


Application forms may be obtained from the Secretary, 
Windsor Group Hospital Management Committee, Alma-road, 
Windsor, and should be completed and returned by 25th 
January. 1. 

MAIDSTONE. WEST KENT GENERAL HOSPITAL. 

(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 

rien are invited for the pre-registration post of HOUSE 

GEON. 6 months’ appointment. Post vacant mid-January, 

1958. Salary at the rate of £467 10s.-£577 10s. A deduction at 

the rate of £125 a year is made for board and lodging, and other 

services provided. 

Applications should be forwarded, as soon as possible, to the 
Administrative Officer at the Hospital. 

MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
ASUALTY OFFICER (Senior House Officer). R sed for 

F.R.C.S. Salary £819 10s. p.a. less £150 p.a. for board and 

lodging. Post vacant February, 1958. 

Applications to the Administrative Officer at the Hospital. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL ee (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Ante ations are invited for the appointment of 
SENIOR HOU: SURGEON in the E.N.T. Department of the 
above Hospital. Post vacant end of January, 1958. There are 
55 E.N.T. beds and 6 specialist operating sessions each week. 
Valuable experience is available, and the Lad is recognised for 
the purpose of the F.R.C.S. and the D Salary will be 
£819 10s. a year, less £150 a year for residential emoluments. 

Applications to the Administrative Officer, Kent County 
Ophth almic and Aural Hospital, Maidstone, Kent. 


MANCHESTER REGIONAL HOSPITAL BOARD. “Black- 
BURN ROYAL INFIRMARY. REGISTRAR (medicine) required 
3rd February, 1958. Resident post. Duties at Royal Infirmary, 
Blackburn (262 acute beds) as arra: d by sy ro Physician 
Application forms from Group Secretary, tal Blaneno: 
ment Committee Office, Royal Infirmary, Mae. mg Lancs. 


MANCHESTER REGIONAL HOSPITAL BOARD. 
Applications are invited for the full-time post of ORTHOPAZDIC 
REGISTRAR in the Ashton, Hyde and Glossop Group of 
Hospitals, with duties mainly at Ashton-under-Lyne General 
Hospital. There are approximately 40 orthopedic beds and 
busy orthopedic and casualty outpatients departments. The 
post is recognised for, additional training under F.R.C.S. 
regulations. 
Applications, stating , nationality, qualifications and 
experience, with copies of 2 references, should be forwarded to 
the Group Secretary, Ashton, Hyde and Glossop Hospital 
Management Committee, Genera] Hospital, Ashton-under-Lyne, 
Lancashire, as soon as possible. ST aT TE Te 
MANCHESTER REGIONAL HOSPITAL BOARD. 
BLACKBURN AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
gy fe NT REGISTRAR (obstetrics/gynecol ) required 
+s art 1958. Post recognised for Membership and 
ix Obst. R.C.0.G. (combined obstetrics and gynecology). Based 
on Queen’s Park Hospital, Blackburn, a large busy hospital 
with 58 obstetric and 29 gynecology beds. Duties also at Royal 
Infirmary, Blackburn, and Victoria Hospital, Accrington. 
Accommodation may be available for a married man. 
Application forms available from and returnable to the Group 
Secretary, Hospital Management Committee Office, Royal 
Infirmary, Blackburn. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of REGISTRAR in Thoracic Surgery 
to the Blackpool and Fylde Group of hospitals with main duties 
at the Victoria Hospital, Blackpool. The post available from 
lst February is recognised for the F.R.C.S. and offers a sound 
experience gained with the 2 Consultant Thoracic Surgeons who 
are responsible for the thoracic surgery in the northern part of 
the Manchester Region. Non-resident post but residential 
pape se is available if required for single a — 
lications, stating age, qualifications an rience, 
touet er with the names and addresses of 2 aniieeat 7 ould be 
sent to the Group Secretary, Victoria Hospital, Blackpool. ee | 
MANCHESTER REGIONAL HOSPITAL B a outh 
MANCHESTER HOSPITAL MANAGEMENT COMMITT BAGULEY 
HOSPITAL. (402 Beds.) The Board invite applications for the 
ost of REGISTRAR in Chest Diseases. is a 
arge thoracic unit ny equipped for the medical grr sur- 
gical treatment of tu — and other chest diseases. 
Attached to the Hospital is a Chest Clinic. The post offers 
opportunities for wide experience in medical and surgical treat- 
ment of patients suffering from tuberculosis and other diseases 
of the chest, together with chest clinic work. Ample scope for 
clinical research. 
Applications, stoting 





, qualifications, nationality, experience 
and the names of 2 referees, to forwarded to the Group 
Secretary, Wit. on Hospital, Manchester, 20, within 7 days 
of appearance of this advertisement. 
MANCHESTER, 20. CHRISTIE HOSPITAL AND HOLT 
RADIUM INSTITUTE. SOUTH ay i HOSPiTAL MANAGEMENT 
COMMITTEE. Applications are invited from resident medical 
ractitioners for the post of RESIDENT SENIOR HOUSE 
FFICER Lege me at the above Hospital. Suitable 
invaprll 1 .e eligible for the D.M.R.T. course commencing 
n A 
a pplications, with eas details and the names of 2 referees, to 
mor roup Secretary, Withington Hospital, Manchester, 20, 
immediately. 
MANCHESTER, 20. GROUP PATHOLOGY LABORA- 
TORY, WITHINGTON HOSPITAL. SOUTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of RESIDENT PATHOLOGIST (Senior House Officer grade). 
Vacant now. Tenable for 12 months. Previous experience in 
pedhesegy, not essential, the post affording opportunities for gain- 
ing experience in all branches of clinical pathology. Laboratory 
d for the Dip. Path. 
Applications, stating age, qualifications, present post, experi- 
ence and the names of 2 referees, to be forwarded to the Group 


Secretary immediately. 

MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. App tions 
are invited for the post of RESIDENT SENIOR HOUSE 
OFFICER to the Regional Oral Surgery and Maxillo-Facial Unit 
at the above Hospital. The post provides every opportunity to 
study for F.D.S. and has R.C.S. ree tion 

Applications, with full details. inclu the names of 2 referees, 
should be forwarded to the Group Secretary. 

MANCHESTER. Rg. ee eed HOSPITALS. 
SAINT MARY’S HOSP. App. lications are invited 
for the post of RESIDENT ¢ CLINICAL PATHOLOGIST (Senior 
House Officer grade). Candidates must have held house appoint- 
ments but previous laboratory. experience is not essential. 
Suitable for Pass te interested in obstetrics and/or peediatrics 
wishing to obtain laboratory experience. The duties will be 
mainly in the Department of Clinical Pathology, Saint Mary’s 
Hospitals, but the holder of the post will also spend some time 
in the Manchester Royal Infirmary. 

lication to be made on forms obtainable from the under- 
signe and submitted by 31st pl ow, 1958. 
. R. Wisk, General Superintendent. 

Saint Mary’s Hospitals, “Whitworth Park, Manchester, 13. 
MEXBOROUGH. “MONTAGU HOSPITAL AND 
ANNEXE. (168 Beds and 30 Beds.) RESIDENT HOUSE 
SURGEON. 

a to the Secretary, Hospital Management Commit- 

Bank’’, Doncaster-road, Rotherham. 




















MANCHESTER REGIONAL HOSPITAL BOARD. South 

MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 

are invited from registered medical practitioners for the post 

of REGISTRAR in Radiotherapy at ee Christie Hospital and 

Holt Radium Institute, Manchester. ‘andidates must hold 

either the Diploma in Radiotherapy or Ai. “F.R.C.S. or M.R.C.P. 
Ee with full details, to be forwarded to the Group 

~ Withington Hospital, Manchester, immediately. 





wi SOLEGBROUGH. NORTH ORMESBY HOSPITAL. 
TEES-SIDE HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of HOUSE OFFICER (surgery) for Surgical 
Team No. 2 ( Beds) at the above -Hospital. The post is 
d for pre- tration service under the Medical Act, 1950. 
Applications, stating full details and giving 2 names for 
reference, should be addressed to the Hospital Secretary as soon 


as possible. 
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MIDDLESBROUGH. NORTH Onmassy HOSPITAL. | NOTTINGHAM GENERAL HOSPITAL. A Riteesions 
TEES-SIDE HOSPITAL MANAGEMEN' Applications are are invited for the post of SENIOR = ag (casu- 


TTEE. 
invited for the post of HOUSE PHY TSICTAN, Male or Female, at 
the above Hospital. The medical unit consists of 52 beds and has 
on establishment for 2 pre-registration House Physicians, 1 post 
ng already occupied. 


Applications, —— age, qualifications, and experience, 
veer er with names 2 referees, should be addressed to the 
poe Soeretary 





RECAMBE. QUEEN VICTORIA HOSPITAL. Senior 
HOUSE OFFICER (obstetrics and gynecology). Post vacant 


aPpications, with names of 2 referees, to Group Secretary, 
La ter Infirmary. 


alty), duties to commence about 3rd Feb oa lstiment 
3. Rn ng for F.R.C.S. Post offers de experience o 
casualt > 

Applications, stati age, nationality, qualifications and 
experience, together with copies of testimonials, to be sent to 
the Secretary, Genera ess Hospital, Nottingham. 














NOTTINGHAM NERAL HOSPITAL. Resident Pre- 
registration HOUSE SURGEONS required, 4th February, 5th 
February. 

Applications, stati age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary. 

NORWICH (near), LITTLE PLUMSTEAD MENTAL 





NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR ANASTHETIST, whole-time, Tees-side Group of 


Lec gy ee ital, North Ormesby (194 Beds). Non-resident, 
— main hospital. Post recognised for F.F.A.R.C.S. examina- 
tion 


Applications, with names and addresses of 3 referees, to Senior 

Administrative Medical Officer, Regional ry - tal Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days. 

NEW TL GIONAL HOSPITAL BOARD. Resident 
FSG RAR in Angesthetics for duties at hospitals in the 
Sunderland area (1947 Beds). Post offers practical experience 
under supervision of visiting anresthetists, and is rec d for 
F.F.A.R.C.S. and D.A. Opportunity will be given to attend 
Newcastle Medical School for lectures. 

Applications, with names and addresses of 3 referees, to Senior 
Administ trative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR PHYSICIAN, whole-time, 1 year only, Cardiovascular 
Unit, Newcastle General Hospital. Excellent experience afforded. 
Post available from Ist February, 1958. Single accommodation 
av e. 

Applications, with names and addresses of 3 referees, to Senior 

istrative Medical fficer, onal Hospital Board, 
Benfield- ae areata upon Tyne, 6, within 14 days. fs 

NEWCAST bot ONAL HOSPITAL BOARD. Regis- 
TRAR ORTHO ZEDIC SURGEON, whole-time, Durham 
Group of hos on eee ‘hospital, Count Hospital, Durham 
eds). Single accommodation available. 
y. lications, with names and addresses of 3 referees, to Senior 

trative Medical Board, 
Benneld- road, sro s a e, “i within 14 
TH ANDR HOSPITAL; ay 
cations are invited tor the ponte ta oh of SENIOR 
TRAR. Previous experience in ps pes and possession of the 
D.P.M. are essential. The su 














Hospital and at outpatient clinics. Sal £1010 rising to £1340 

p.a., ther with full residential emolument, or — 
ed house, light, coal, laun and garden ue 

valued for superannuation purposes at £200 p.a. The capital 


operates outside the National Health Service but reciprocity 
has been granted between the National Health Service superan- 
nuation scheme and the Hospital superannuation scheme, so 
that years of service are transferable either direction. 

Fe agen stating age, qualifications, experience, &c., 
together with copies of 3 recent testimonials, to be ad to 
the Medical Superintendent. 

ORT TON. ve IN HOSPITAL, Duston, 
NORTHAMPTON. (1100 Beds.) "SENIOR HOUSE OFFICER 
required. Salary acco’ to national scale (£819 10s. p.a.). 
Accommodation is available at the hospital. The poeee al is 

Sones for latanogs for the D.P.M. of the Conjoint Board and 

pat offers excellent opporie for Participation. in 
| ent and outpatient wor -G. investigations and child 
psychiatry. There is a modern admission t and an annual 
admission-rate of over 850 patients annually. case 
conferences are held. 

Applications, giving full details and names of 3 referees, to be 
— > to the Physician-Superintendent at the hospital within 





H NE HOSPITAL. (500 Beds.) 
Vacancy Ist February, 1958, ny FENIOE HOUSE OFFICER, 
E.N.T. Departmen Recognised f r F.R.C.S. and for D.L.O. 


iy on to Soth September, 1958, in first instance. 
pplications as soon as possible to S. G. HILL, Superintendent. 
NOTTINGHAM CITY HOSPITAL. (811 Beds.) Applica- 
tions are rhage S = the post of HOUSE SURGEON, vacant 
i Feb: ae ae for pre-registration purposes. 
Applications, | stating age , nationality, qualifications and 
— bg her with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham 
NOTT INGHAM CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for ie post of HOUSE PHYSICIAN vacant on 
15th February, 1958. Ree d for pre-registration purposes 
experience, tor stati age, nationality, a and 
lence, together with copies of not more than 3 testimonials, 
sent immediately to the Hospital Secretary, City Hospital, 
Hucknall: road, Nottingham. 
NOTTINGHAM CITY HOSPITAL. 








(811 Beds. lica- 


tions are invited for the post of RESIDENT PAT rou — 
— House Officer). Previous experience an advantage 
‘ost vacant immediately. 


Applications, stating age, nationality, qualifications and experi- 
ence, together with copies of not more than 3 testimonials, to be 
gone. peer, the Hospital Secretary, City Hospital, Hucknall-road, 

t) ham. 

NOTTINGHAM. FIRS MATERNITY HOSPITAL. (40 
Beds.) Required RESIDENT SENIOR a OFFICER 
obstetrics). Post vacant 8th March, 1958. Recognised for 

-Obst.R.C.0.G. Previous experience in obstetrics en advantage. 

Applications, with copies of 3 testimonials, to the Hospital 
Secre , City Hospital, Hucknall-road, Nottingham 3 








DEFICIENCY HOSPITAL. (1000 Beds.) ohh ints are invited for 
the appointment of JUNIOR HOSPIT MEDICAL OFFICER. 
The Hospital is modern, has a large outpatient service and 
admits many young patients: for short pom for physical and 
mental investigation. Interest in eee medicine is encouraged. 
ied or single quarters av. 
fy a with the names aoe addresses of 2 referees, to 
the Medical superintendent. Little Plumstead Hospital, near 
Norwich, Norfolk, by 31st January, 1958. 
NORWICH. NORFOLK AND NORWICH HOSPITAL. 
Applications are invited for the following appointments, vacant 
lst February, 1958. Both are procepaanes posts :-— 
(1) conor bine Hospita 
HOUSE SURGEON (Male or Female) at this Hospital, which 
forms the entire Pediatric Department of the United Norwich 
Hospitals. The duties are under the direct supervision of the 
Consultant Staff of the Norfolk and Norwich Hospital. Post 
d for D.C.H. examination requirements. 
(2) West Norwich Hospital 
HOUSE SURGEON (Male or Female). Post recognised for 
al F.R.C.S. examination requirements. Duties general surgical 
and including burns and plastic work. The beds at this Hospital 
are under the control of the Consultant Staff of the Norfolk and 
Norwich Hospital. 
Membership of a Medical Defence Society is a condition of 
appointment. 
Applications, giving full details, with names of 2 referees, to 
Group Secretary, Hospital Management Committee, St. Stephen’ 8- 
road, Norwich, immediately. 











eee ST. ANDREW'S HOSPITAL A - 

OMMITTEE App plications are invited for the ap ointment 
of. JUNIOR HOSPITAL MEDICAL OFFICER (M. for duty 
at the Mental Hos ~~ —— + dt Beds at Great Yormout which is 


to be attached to the drew’s Group as from Ist April, 1958. 
Accommodation cratiabie f for a single or married man. National 
Health Service salaries and conditions apply. Previous experience 
in psychiatry desirable but not essential. 

Part her particulars may be obtained from the wetinsl. - 
inten inet. St. may 4 ie mer ye TRGEDS Norwich, hom 
applications, giv: e' 0 — cations, e: 
the names of + referees, shoul uld be ad dressed as soon as postnie. 
NUNEATON. GEORGE ELIOT HOSPITAL. House 
OFFICER in pediatrics. Vacant now. Recognised pre-registra- 
tion and D.C. 

Applications to Hospital Secretary. 











OXFORD REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR in Psychiatry at St. Crispin Hospital, Deaton, 


Northampton, Married accommodation available. Appointmen: 
for 1 year in the first instance, mas subject to satisfactory service, 
renewable for up to 4 years. may be possible to arra 
transfer to another mental re pital in the Oxon Region for the 
second half of the appointment. St. in Hospital mrovides 
full training facilities, including Hlectroencephal phy Depart- 
ment and participation in child guidance wor f Applicants 
should hold the D.P.M 

po, on forms obtainable from the Secretary, Com- 
mittee for Senior Registrars, 43, Banbury-road, Oxford, should 
reach him by ist February. 
OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions invited for post of SENIOR HOUSE ores. in the 
Anesthetic Department at the Radcliffe ary, with effect 
from 27th January, 1958, for a period of 6 months. 

Applications, ge age, qualifications oe Le xieoce, 
— er with nomees 2 referees, to Administra’ cliffe 


Infirmary, Oxford, 23rd January. 
OXFORD. WA RECORD AND yew noupriace: 





SENIOR HOUSE OFFICER reguired (resident). atthe 
Hospital, 72 Beds ; Warneford "Clinic (de- — Beds ; 
and Park Hospital for Children, 30 Beds, eee Outpatient 


on artments, give comprehensive wap = aed Se and 
facilities. Accommodation i single 
y before 25th January, 1958, to the PP ysician- -Super- 

1 age mt, with names of 2 referees. 
PAISLEY AND DISTRICT MATERNITY UNIT. House 
OFFICERS required for above Unit, term commencing Ist 


Febru 1958. 

Applications” to img Medical Superintendent, Royal Alex- 
andra Infirmary, Pais we 

ISLEY. XANDRA INFIRMARY. a 
SURGEON re cheek” for Orthopedic Unit, term commencing 
ist February. 1958. 

Applications to Group Medical Superintendent. 
PAISLEY. ROYAL ALEXANDRA INFIRMARY. 
SURGEONS required for General Surgical Unit, 
ee lst February, 1958. 

Applications to Group Medical Superintendent. 
PETERBOROUGH. THE MEMORIAL HOSPITAL. 








House 
com- 





PETERBOROUGH AND STAMFORD HOSPITAL MANAGEMENT COM- 
E. nouns SURGEON (general surgery). 


MITTE: 
ist March, 195 
‘applications, ‘with testimonials, should be addressed to the 
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Vacant 


Secretary, Mem Hospital, Peterborough. 
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PERTH. COUNTY AND CITY OF PERTH GENERAL 
HOSPITALS. The following House Officer posts will fall vacant 
on Ist February, 1958 :— 
Bridge of Earn Hospital 
*1 SENIOR HOUSE SURGEON (Fracture and Orthopedic 


Unit). 
*2 HOUSE SURGEONS (Fracture and See Unit). 
*3 HOUSE SURGEONS (general s cal w. ). 
at ee - Napaeserng or SENIO “HOUSE SURGEON 
- on HOUSE PHYSICIANS (general medical wards). 
Notes : 
1. Senior House Officer posts are tenable for 12 months and 
Junior House Officer posts for 6 months. 
2. All Junior Ho Officer posts are recognised for pre- 
registration hospital service. 
3. Posts marked * are recognised by the Royal College of 
er under the —- for the F.R.C.S 
. Post marked f is recognised under the regulations for the 


experience and 


i Naa giving age, qualifications, 
edical Super- 


names of 2 referees, should be sent to the Group 
intendent, Perth Royal Infirmary, Perth. 


PLYMOUTH. SCOTT ISOLATION HOSPITAL. House 
PHYSICIAN (resident, Male), post vacant 7th February, 1958. 
Recognised pre-registration post which offers excellent experi- 


ence. 

Applications should be sent to the Group Secretary, Plymouth 
Special Hospital Management Committee, 8, Nelson-gardens, 
Stoke, Plymouth, Devon. 


PLYMOUTH. THE SCOTT ISOLATION HOSPITAL. 
PLYMOUTH SPECIAL HOSPITAL MANAGEMENT COMMITTEE ayy 
tions are invited for the appointment of SENIOR HOUSE 
OFFICER from stered medical practitioners who have 
peseery been qualified for 1 year, and have had previous 

~ + ay oo The opie should preferably oe able to 
drive a car. duties, 2 departments, be in 
connection with: infectious and venereal 
including a substantial proportion of cases in children, The varied 
clinical work, including acute medical cases, provides valuable 
experience particularly to those a © for a higher medical 

, or contemplating general tice. The appointment 
will be for 1 year, vacant immediately. The post is non-resident, 
but the successful candidate will be required to live near the 
Hospital and be on the telephone. 

Applications, together with copies of 2 recent testimonials. 
should be sent to the Group Secretary, Plymouth § a 
Hospital Management Committee, 8, Nelson-gardens, Stoke, 
Plymouth, as soon as possible. 


PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. SENIOR HOUSE OFFICER in Anesthetics, vacant 
Ist April, 1958. Rec for the D.A., and F.F.A. R.C.S. 

Applications, giving age, nationality and capeerete, with 
names of 3 referees, to be sent to the Group Secretary, 7, Nelson- 
gardens, Stoke, Devonport. 


pete a SOUTH DEVON AND EAST CORN- 

FREEDOM FIELDS. Central Casualty Department 
SENIOR. HOU ‘SE OFFICER in Casualt —— lst February, 
Ist April, Recognised for the F. 

Aoslinations, stating names of 3 nies to be sent to the 
Group Secretary. 
PORTSMOUTH AND ISLE OF WIGHT AREA PATHO- 
LOGICAL SERVICE. SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of REGIS- 
TRAR in Pathology. The successful candidate will be expected 
to do a tour of duty in the depattmenta of bacteriology, heemato- 
logy, histology and biochemistry at the Central Laboratory, and 
may also be required to work in any of the laboratories covered 
by the Service. The Laboratory is recognised for the Diploma 
oO tame Vacant ist April, 1958. 

Forms of application may be obtained from the Group Secre- 
tary, Portsmouth Group Hospital Management Committee, 
Saint Mary’s Hospital, which should be 
returned to him, — 4, yet on or before 3rd February, 
1958. Canvassing ualify. Candidates may visit the 
Central Laboratory, Milton Toad, Portsmouth, by arrangement 
with the Senior Pathologist. 




















PORTSMOUTH GROUP HOSPITAL MANAGEMENT 


MMITTEE 
(il) Saint wort Hospital 


(a) sanon HOUSE OFFICER (medical). Vacant now. 


6) PAZDIATRIC HOUSE PHYSICIAN. Vacant 8th 
February, 1958. 
(c) HOUSE SURGEON (pre-registration). Vacant 30th 


peauesy, i Ist February, 1958, 9th February, 1958, 1lith 


Feb 195 

(d) HC HOUSE PHYSICIAN {pre registration). Vacant 31st 
January, 1958, 12th February. 

(2) Ro ai Portsmouth tn Hee 

‘ Ay) r= aees0 MEDICAL HOUSE PHYSICIAN. Vacant 
st Fe > . 

(6) ORTHOPAZDIC SENIOR HOUSE OFFICER. Vacant 
now. 

(c) HOUSE OFFICER (orthopedic) (pre-registration). Vacant 
sane? 

3) Queen Alexandra Hospital 
(a) SENIOR ao | Od FICER (medical and dermatology ). 


Vacant 29th Janu 
a fyi PH ’SICLAN (pre-registration). Vacant Ist 


a HOUSE SURGEON (pre-registration). Vacant 12th 


stating oem, 


experience and 
‘orwarded as 


plications, 


er with the names of 3 cas should be 
soon as possible to E. H. 
t. Mary’s Hospital, MMiltonnre, road, Portsmouth. 
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POOLE GENERAL HOSPITAL, Poole, Dorset. (320 Beds.) 
pon ag AND EAST DORSET HOSPITAL MANAGEMENT 
for the appointment of 


COMMITTEE. Applications are invited 
RESIDENT ANASSTHETIC REGISTRAR. The » which 
became vacant on 21st December, 1957, and is tenable for 1 year 
in the first instance, d for the D.A. and the 
F.F. 8. A hed flat is available 
Forms of application obtainable from the at Secretary, 
Office ctoria Hos- 


Hospital Management Committee 
duly Gloucester-road, mm ag should be. Teturmed to him, 
uly completed, not later than Wednesday, 22nd January, 


READING COMBINED HOSPITALS. 
OF OBSTETRICS ames LA Geeey vn (100 Beds.) foriertons are 
invited from medical practitioners for the residen 
post of HOUS SURGEON to the above Dep. artanent. 
appointment, which is vacant on the 19th Fer , 1958, is 
for 1 year, with 6 months’ gynecol at the Roy 

Hospital, and 6 months in the mate! unit at Battle Hospital. 
Bot: appointments are for t Diplomas of the Royal 
College of Obstetricians an Goalinontie ogists. 

Write, —- age and cations with dates, nationality 
and present sopctacn® * with copy of 1 secant testimonial, to 
Secretary, Royal Berkshire i 7 
pense HDALE AN ms = ict 

con iaveaad 








Area Department 





1 
for the appointment 


COMMITTEE 
of RESIDENT ‘ot RicaL. PATHOLOGIST Senior House 
fficer grade) in the Department of Pathol the Rochdale 
Group of hospitals. A new ae | rd a. is now 
bows completed and will be opened earl — e duties 
consist mainly of clinical patho gy, also ge and 
}-- —.. work and supervision Ss the b Previous 


 Siving usual p - et and names and addresses 
referees, to gy Secretary, Central Offices, Birch Hill 
Hospital, Rochdale, Lancashire, at once. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (622 Beds.) 
SENIOR HOUSE | OFFICER — for Geriatric Unit at “he 
above Hospital vacant @ Sqresimasey lst March, 1958. 
A wide range of fpollitive are available at the Hospital for the 
SeSeeeeen, treatment and rehabilitation of acute and chronic 


pplications, ie age, &c., to pe sent to the Secretary at 


tha. rs ove Hospital as soon as possib le 

ROMFORD SSEX. RUSH GREEN HOSPITAL. 
SENIOR HOUSE OFFICER (Male or Female) required from 
5th peteusrs. 958. Duties include work in medicine 
and in the regional poliomyelitis unit as Beds) where excellent 
experience of modern meth be o tained. Resident post. 

Applications to the Medical Superint 

ROMFORD, ESSEX. RUSH TWRICLAN HOSPITAL. (301 
Beds.) RESIDENT HOUSE PHYSICIAN (Male or Female) 
required from 7th February, 1958. This Hospital provides for 

















oone medical, surgical and infectious patients. The post, which 
is also open to pre registration candidates, offers good oppor- 
eee or gauing experience in both general medicine and 
‘evers. 
Applications should be addressed immediately to the Medical 
pa stating ee names of 2 referees 
ROMFORD U EN HOSPITAL. (601 Beds.) 
RESIDENT SENIOR HOUSE SURGEON required from 
llth February, 1958. Recognised for the F.R.C.S. Good 
experience in —_ ical unit. 
Applications should be forwarded teemnodinbely to Medical 
Paper en cent. pee also nae of 2 referees. 
=r ae UR HOSPIT (722 
EAIDENT HOUSE. SURGEON required al 24th 
January, Apes. Open to either pre-registration applicants or to 
Sg soho ntaly' to Gre Secret: Romford G H 
ediately roup ary, Romfo' roup Hos- 
-) pital Management ee Oldchurch Hospital. 





ROMFORD, © ss LOCHU 
SENIOR HOUSE OFFICER (resident or non-resident) req 
atts atte, Hn pevecenen ppt a tps 
emale applican gene O8P: l 
dopertnenne ts dealing with all types of acute medical and surgical 
cases. The post affords good opportunity for gaining tuition and 
e ence 
TROD cations should be forwarded immediately to the Group 
oa Secretary, fo ry eB Hospital Management Committee, 


ROTHER ATL  aconeate GENERAL HOSPITAL. 
(342 Beds, 38 Cots. dn a HOUSE PHYSICIAN. 
Appl lications to t Secre ospital Management Com- 
“ Fern Bank . Doncaster- Leona. D Rotherham, 
Saihaae HOSPITAL AND ROSEHILL HOSPITAL 
(161 Beds and 26 Beds.) RESIDENT HOUSE 


‘Applications to the Secretary, Hospital —  saahoand Com- 
mittee, “‘ Fern Bank,” Doncaster-road, PRother 
ROTHERHAM wag hg AND Masonite HOSPITAL 

















ANNEXE. (161 and 26 Beds.) RESIDENT HOUSE 
SURG oats oo. the Bocee _ Becreteny. 57) cspital ee Snare Com 

ons e : 
mitten, “Fern Bank,” Doncaster-road, Rother! 





fe Abang nangtent Bigsby Doncaster — (461 Beds). 
OORGATE GEN L, ROTHERHAM (342 Beds, 38 Cots). 
RESIDENT. HOUSE “SURGEON (casualty, E.N.T. and Eye 


De ts). 
pplications to the Secretary, Hospital Management Com- 
mittee, ‘‘ Fern Bank,’’ Doncaster-road, Rotherham. 
cross. 152 Beds. 





RUGBY. HOSPITAL OF ST. 
CASUALTY AND ACCIDENT OFFICER (Junior Hospi 
Medical Officer), resident. Vacant now. Rec d F.R.C.S8. 


Duties include orthopedic surgery. 
Applications to Hospital Secretary. 











eer Se Sl 
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SALFORD, po ee ttt Nt cage a Hospital 
MANAGEMENT Apples ted for the post 
of SECOND RESIDENT C NICAL eA THOLOGIST Senior 
House Officer grade, in the Group Laboratory at Hope Hospital 
Salford, which becomes vacant at the end of January, 1958. 
Post recognised for the Diploma in Pathology. 

Applications, me ene with details of age, qualifications and 
the names and ad of 2 referees, should be forwarded to 
the Hospital Secretary. 
pice cay Ht poe oo HOSPITAL. Salford Hospital Man- 

ITTEE. a i lications invited for the post of 
SENIOR HOUSE OFFIC (Orthopeedic and Casualty Depart- 
ments), resident. Post vacant Probate doer 1958. Gives oppor- 
tunity for wt aap f surge meee. Apres cations also invited for the 
pre-registratién post of HOUSE SURGEON to the Genito- 
urinary Department at the above Hospital. 

Applications, with copies of 3 recent testimonials, to the 
Secretary, Salford Royal Hospital, Salford, 3. 
SALISBURY GENERAL HOSPITAL. Reptontiene are 
invited for the appointment of RESIDENT HOUSE SURGEON 
for a period of 6 months. Post open to pre- tration candidates. 

Apply, giving names and addresses of referees, to Group 











Secretary, Salisbury Group Hospital Management Committee, 
Odstock “Hospital, | alisbury 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 


PITAL BOARD. nn: learns in Dermatology at the Royal 
Infirmary of Edinb urgh 

Apply, giving parti culars of age, qualifications and previous 
i ence, together with the names of 2 referees, to the Secre 

, Drumsheugh-gardens, Edinburgh, 3, by 8th February, 1958. 

scoTL ane WESTERN REGIONAL HOSPITAL 
BOARD. pppmestions are invited for the following appointments, 
which will for 1 year in the instance ; 

REGISTRAR in Anesthetics based at the Western Infirmary, 


Glasgow. 
REGISTRAR in-E.N.T. Surgery based at the Glasgow Royal 
Infirmary with duties possibly at Law Hospital, Carluke. 
REGISTRAR in Pathology based at the Vic oria Infirmary, 


REGISTRAR in Radiodiagnosis baseti at the Royal Infirmary, 


G ow. 
REGISTRAR _ b econenn acs: based at Stobhill General 
ee. Glasg 
pplications ( 12% copies), stating date of birth, qualifications, 
pa. ence, Wate wnad eppoinment, and the names of 3 referees, to 
reach the Sec: onal poameel Board, 64, West 
Regent-street,  Glanow, C.2, by 1st February, 1958. 
SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PITAL. (411 Beds.) Locum SURGICAL REGISTRAR required 
—— 17th February, 1958, for 3 months. 
Apply Hospital Secretary, Southlands Hospital, as soon a8 
AKTON, Group Secretary, 
rthing Group Hospital Management Committee. 
129, Brighton. -road, Worthing, Sussex. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON. acant 
mid-January. Pre-registration candidates eligible. Recognised 
for the F.R.C.S. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop ‘Infirmary, Shrewsbury. 
ptr tenghflnny oe 5. CITY GENERAL HOSPITAL. Applica- 

ms are invited for the resident (pre- tration) post of 
HOUSE SURGEON in Orthopeedics, which becomes vacant on 
15th January, 1958. 

Applications, giving full details of age, nationality, qisiiiee 
tions, present and previous appointments <r dates, and the 
names of 2 persons to whom reference may be made, should be 
forwarded to the Group Secretary, Sheffield No. 1 Hospital 
Management Committee, Nether E Hospital, Sheffield, 11. 
SHEFFIELD. MIDDLEWOOD HOSPITAL. (2089 Beds— 

sed for D.P.M.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time REGISTRAR (Psychiatry) required immediate] 
Single accommodation available. Facilities for postaraduats 
study in conjunction with Sheffield ae available. 

Apply to Secretary, Sheffield Regional Seolaae Board, Old 
Fulwood-road, Sheffield, by 27th January, gi nationality, 
qualifications, present and previous ee a 
uae 3 referees. 

HEFFIELD. THE UNITED SHEFFIELD HOSPITALS 


etd OF tes ony and SHEFFIELD REGIONAL HOSPITAL BOARD. 


oe +37 scheme 7 Eg or rars. Whole-time 
SEN OR REGI AR in E.N apo Ans required with initial 
tenure of a at the Reel and Children’s 
Hospital, Sheffield. Appointment for 1 year in in the first instance 
and renewable annually thereafter. Successful candidate will be 
transferred to the Royal Infirmary, Leicester, for the second 
phase of the A ae mr in accordance with the arrangements 
under the rec comer al training scheme. Renewal of appointment 
and transfer will be subject to ees b tan and progress. 
a lications, with the names of ferees, to the Chief 
istrative we ~ The United Shemield Hospitals, West- 
oan Sheffield, 1, not later than 21st January, 1958. 
H i rH UN - i+) lE OSsPi a 
THE CHILDREN *S HOSPITAL. lications invited for the v: 
post of SENIOR HOUSE $ FICER or HOUSE OFFICER 
(resident) in Surgery, grade accor to experience. 
Applications, stating age, qualifications and (ppctionss. with 
the names of 3 referees or copy testimonials, to the Su ~ 
tendent, Children’s Hospital, Western Bank, Sheffield, 
immediately. 
SHEFFIELD. WHARNCLIFFE HOSPITAL. (129 Beds.) 
HOUSE OFFICER (surger, Bs, resident, pre-registration post, 
vacant from 15th soaunes, 1 
Apevcetione with ve A testimonials, to Group Secretary, 
Sheffield No. $ Hos tal anagement Committee, Middlewooe 
Hospital, Sheffield, 








poss 

















SHEFFIELD,10. LODGE MOOR HOSPITAL. (467 foo: 
quaveunee 3 NO. 3 HOSPITAL aw gen COMMITTEE. agains 
tions are invited from ractitioners the 
t of RESIDENT SENIOR HOUSE SOF ICER in Infectio 
iseases, commen late March, 1958. Candidates should have 
held a resident appointment in a ‘hosp ital. £819 10s. p.a. 
subject to a deduction of £150 p.a. for residen emoluments. 
The ce = ween Fe is normally for 1 year, subject to 1 month’s 


notice on either side. 

= er ening age, qualifications, &c., to the eg 

eng Sheffiel 0. Hospital Management Committee 

a oor Hospital, Sinemeid, 10. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
HOUSE PHYSICIAN re poqaees for post vacant 12th February. 
Pre-registration post offering considerable experience in general 
acute medical work. 

Applications, with names of 2 referees, to Secretary by 22nd 
January. . 
SOUTHALL, MIDDLESEX. ST. BERNARD'S HOSPITAL 
FOR NERVOUS AND MENTAL DISORDERS. NORTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. REGISTRAR required 
at above Hospital for a on or after Ist oth Hospital 
undertakes all modern = eer iatric estes = hysical and 
psychotherapeutic, he medical s ul several 
[ter ne ow outpatient clinics. Hospital may be visited b y direct 
appo! 

ieplaeies forms obtainable from Rm returnable to the 
Group pag St. Bernard’s e M ent 
Bernard’s Hospital, Sou Chall, Mid x, by 1st 


SOUTHAMPTON GENERAL HO +e ITAL. (469 Beds. 
or the mem a of 


Recognised f 

the R.C.0.G.) RESIDENT PaOUSE 8 SURGEON ( seesepremes) 

to the Gynecological and Obstetric U: ee ght aS 
onials, sho 


Applications, with copies of recent 
forwarded as soon Se to the Group Secre Southamp- 

jullar-street, 
8.) 


ton eowe Hospi Management Committee, 
See on. 

RESIDENT HOUSE PHYSICIAN required in "February. Pre- 
registration candidates eligible. 

Segmnetems, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton Group 
Hospital gent comet a Southampton. 

OUTHAMP yu 
(274 Beds.) Resoguied Ae . R.C.S. CASUALTY OFFICER 
(Senior House Officer grading) required. 

Applications, with copies of testimonials, to be submitted as 
soon as possible to the Southampton ooo Hospital 
Management Committee, Bullar-stzet, ed Ae 
SOUTHAMPTON. 

PITAL. (274 Beds.) RESIDENT E HOUSE SURGEON required. 


Pre- tration candidates e! 
App. < woe with copies of recent testimonials, should be 














forwarded to Group Secretary, Southampton Group Hospital 
M aly Co ittee, Bullar- Brest. sen ton. 

UTH ngs N. OYAL 
PITAL. (274 Beds. Besognioed for F. oR ‘- 8. ) ORTHOPADIC 
HOUSE SURGEON (post servi 


recognised for ration 

and tenable for 6 months). The Hospital 2) t centre to which 
all trauma from a large industrial town and po! directed, thus 

providing excellent experience in the treatment of Maney eng 
congitions; patients with orthopedic conditions are drawn from 
a e are: 

Applications with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 








SOUTHAMPTON. ROYAL 

PITAL (274 es Be and SOUTHAMPTON am RAL HOSPITAL (469 

em SENIO be orean i Ere ~ ot 
ru 08 recognise: e F.R.C.S8. ng. 

=< DIO. examinations and provides ex ence in all branches 


of yn — ba Group includes a ostic and distribut- 
e centre. 
~— ions, with copies of recent testimonials, should be 
forwarded as soon as possible to the Secretary, Southampton 
ee 2 Hospital Management Committee, Bullar-street, South- 
amp 
SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
ge - appointment with the United Bristol Hospitals. Avviee” 
are invited by the above Boards for the join point- 

pe = “of REGISTRAR in Anesthetics with duties “SSaely 
at the Royal Devon tod Exeter Hospital, Exeter. The Qo 
ment, which is non-resident, will be sd for 1 year in t irst 
instance and renewable for a further 

Applications, stating date of birth, ‘qualifications and experi- 
ence, together with the paaeen, and adaresses 0 of 2 Fm mig should 


be sent to the Secre a Regio 
7, ‘Tyndall he, Cocnetery i, So nck eta than Soth Senmary, 


SCUTREND GENERAL HOSPITAL. ia are 
invited for the post of TEMPORARY CASUALTY OF R 
Registrar) partment, wi! Lg 


Duties chiefly in 
Me — 
recognised for 











( ¥ Casualty 

under the supervision of the Consultant. in Orthe 

Opportunities for work in fracture clinics in 

yoy of Ortho: ic Department. The post is 
F.R.C.S. if held for 6 months. 
Applications, age, qualtGections. nah experience, to 


stating age 
be sent to the undersigned as soon as possi 
J. C. Freip, Secretary. 


pa oe yg GENERAL HOSPITAL. Applications —- 


invited from registered visionally red practition 
for the ‘Bost of DUNT Te HOUSE 30 GEON, aat "oth 


Marc 95 
AD _"—¥ stat: qualientene, § &e. (1 yee 
uficent fro m pre- tration. candidates first appoint- 





ment) to L the Secretary not later than 1 30th La PY958. 
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SOUTHEND. GENERAL HOSPITAL. (262 Beds.) | TAUNTON AND SOMERSET HOSPITAL. Applications 
Temporary SENIOR SURGICAL HOUSE OFFICER required are invited for the post of HOUSE phy yg Nit.) % aad 


for ap roximately 3 months, but probably longer. 
Applications should, be sent to the Secretary at the Hospital 
by 31st January, 1 
SOUTHEND-ON- SER. GENERAL HOSPITAL. Applica- 
tions are invited from fully regis stered oro E for the post 
of RESIDENT HOUSE PHYSICIAN (House Officer grade). 
Post vacant 5th March, 1958. Appointment primarily to 
Peediatric Department, with duties in Cardiological and Skin 
Departments. Post recognised for D.C.H. 
Applications, stating age, qualifications and previous experi- 
pay with copies of recent testimonials, should reach the Secre- 
at the Hospital by 30th January, 1958. 
7 ALBANS CITY HOSPITAL. (384 Beds.) North West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Whole-time 
GYNZCOLOGICAL AND OBSTETRIC REGISTRAR required. 
Post vacant 16th February, 1958. Hospital may be visited by 
bay t seocnnens. 
ppl lication forms obtainable from and returnable to Secretary, 
Mia erts Group Hospital Management Committee, Bleak 
rae, Catherine-street, St. Albans, Herts, by 28th January, 
58. 
STARCROSS, DEVON. THE ROYAL WESTERN 
COUNTIES INSTITUTION HOSPITAL GROUP. Applications invited 
from registered medical practitioners (locally resident) for part- 
time appointment . PHYSICIAN (10B) at Franklyn Home, 
Broadway, Exeter. rar uivalent 1 half-day weekly 
Applications to Medical Superintendent, Earouitve Offices, 
Starcross. 
STIRLING AND CLACKMANNAN HOSPITALS BOARD 
OF MANAGEMENT. The following vacancies exist for Resident 
House Officers from ist February, 1958 :— 
Stirling Royal Infirmary 
2 HOUSE SURGEONS (1 general, 1 casualty ). 
Airthrey Castie Maternity Hospital 
1 HOUSE SURGEON (obstetrics). 
These are pre-registration posts. 
Applications should be sent to the Group Medical Superinten- 
dent, Stirling Royal Infirmary (Stirling 1700). 
STOCKTON AND THORNABY HOSPITAL, Stockton- 
ON-TEES. (130 Beds.) TEES-SIDE HOSPITAL MANAGEMENT COM- 
MITTEE. Apprceiions are invited for the appointment of Locum 
SENIOR USE OFFICER (casualty) at the above Hospital 
for duties to commence 20th January, 195 
Applications, with full details, should be ‘addressed as soon as 
possible to the Hospital Secretary. 
(84 in- 


STOKE-ON-TRENT. BUCKNALL HOSPITAL. 
fectious, 40 chest beds for children, 24 pneumoconiosis, 124 
chronic sick beds. ) Aprnortsene one incited for post of RESIDENT 
JUNIOR HOSPITAL MEDICAL OFFICER, vacant Ist February. 
Married accommodation available. The person appointed will be 
associated with all departments of the gana and wil] be 
soquired to assist at the pneumoconiosis c 
Jetailed applications, with copy testimonials, to Physician- 
Superintendent, at the Hospital. 
NORTH STAFFORDSHIRE 
(general 




















STOKE-ON-TRENT. 
ROYAL INFIRMARY. SENIOR HOUSE OFFICER 
surgery) required. Recognised for F.R.C.S. 
etailed Re yee ee with copy testimonials, to Hospital 

Secretary, North \ enemas Royal Infirmary, Stoke- -on-Trent, 
as soon as possible Pires 
SULLY HOSPITAL, Suily, Glamorganshire. Regional 
THORACIC CENTRE. (324 Beds.) SENIO HOUSE OFFICER 
(surgical) required. Experience will be gained in investigation 
and treatment of chest and heart conditions. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff 
SUTTON AND CHEAM HOSPITAL Cote wold- -road, 
SUTTON, SURREY. (146 Beds.) HOUSE SURGEON (pre-registra- 
tion or fully registered). Post vacant Ist February. 

Applications, stating age, experience and qualifications, with 
copies of recent testimonials and the names of 2 referees, should 
be sent to the Secretary at above address. 
SWANSEA HOSPITAL, on yg = Beds.) Glantawe 
HOSPITAL MANAGEMENT COMMITTE Appli cations are invited 
= the resident post of SENIOR. “HOUSE CER in the 

ical Unit of the above Hospital. poten nth February, 

~ The post is recognised under the F.R.C.S. (Eng.) regula- 
t on 

Applications, eating age, qualifications, and experience 
together with copies of 2 recent testimonials, should be forwarded 
to the Secretary of the ——— . 














. JONES, jroup Secretary. _ 

MAIDENHEAD CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required for 
post vacant 21st January. Pre-registration post. 

Applications, stating age, qualifications with dates, and copies 
of 2 testimonials, to Secretary. 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE PHYSICIAN required for 
post vacant 9th March. Pre-registration post. 

Applications, stating age, experience and qualifications with 
dates, and copies of 2 testimonials, to Secretary. 

TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. Locum REGISTRAR required 
immediately until October to the Special Unit for Research in 
Juvenile Rheumatism at above Hospital. Post offers scope in 
research, peediatrics, rheumatology or cardiology. 
Applications, stating age, qualifications and experience, with 
copies of 2 recent testimonials, to Secretary. 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. Locum HOUSE SURGEON 
required for 3 months commencing 17th Janu: 

Apply, with copies of 2 recent teuthenentals, 

Secretary. 





TAPLOW, near 











to Hospital 
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registration appointment, recognised for 
Applications, stating age. nationality and qualifications, to- 
ther with the names of 2 referees, should be forwarded to the 
roup Secretary, Taunton Hospital M ment Committee, 
Taunton and Somerset Hospital, Musgrove Park Branch, Taun- 
ton, Somerset. 
TAUNTON AND SOMERSET HOSPITAL, Taunton, 
bene (423 Beds.) HOUSE OFFICER meral surgery) 
Pre-registration post, rec d for F.R.C.S. 
Applications, stat age, nationality” and qualifications, to 
4 Lt Secretary, Taunton Hospi anagement Committee, 
a ere Park Hospital, Taunton, Somerset. 


TORQUAY TORBAY HOSPITAL. cal) general beds.) 
RESI ENT HOUSE OFFICER amg =! ), Male or ot gen 


Fegustrat immediately. Post recognise F.R.C.S. and pre- 
——— purposes. There is a cmaienant of 6 Resident House 


qualifications, aeitanlite and age, 
er with copy testimonials (quoting reference F.955/84), to 
H+ ay Group Secre “Torquay istrict Hospital Management 
Committee, Torbay lospi orquay, S. Devon. 
Lhe sey WELLS (near). Bg 2a HOSPITAL, 
lications invi ointment of SENIOR 
HOUSE SURGEO AND CASUALTY 
OFFICER (Senior House Noir grade) to begin duties as soon 
as possible. Rec F.R.C.S. (Eng.) and tenable for 1 year. 
Work includes a of long and short y cases and 
traumatic sui ot Pa h large Outpatient and Fracture Clinics 








vo pplcations entes 





under 2 Cons 
Apply, stating ge qualifications and experience, together 
with to Group Secretary, Sherwood Park, 


~ tH ae ‘Tunbridge Wells. 
WAKEFIELD. hom sae ay ROYD HOSPITAL. Applica- 
tions invited for post of JUNIOR HOSPITAL MEDICAL 
OFFICER or SENIOR HOUSE OFFICER in Psychiatry. 
Accommodation available for a single person and thay be 
available for a married person. 

Address applications, giving full rsonal partiouiene. details 
of training, experience, &c., and names and addresses for 
reference, to W. BOWRING, Group Secretary, Pinderfields General 


Hospital, Wakefield. aii 
WARWICK (near). CENTRAL MENTAL HOSPITAL. 
(1400 Beds.) SENIOR HOUSE OFFICER. Neurosis unit, 
adult and child psychiatry clinics, departments of electro- 
encephalography, yy ow ae therapy, psychology and social 
work. R ised for D.P.M. Accommodation available. Post 
available mid-January. 

Applications, with names and addresses of 3 referees, to 
Medical Superintendent. i 
WATFORD bi mf tap nae ote ne PEACE MEMORIAL 
HOSPITAL. (20 App plications are invited for the post of 
HOUSE SURGEON Mt the hme $d fopne This is a pre- 
registration post and is r F.R.C.S8. Salary accor 
to the National Health Service “4 

Applications, with copies of recent testimonials, to the 

Administrator. 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (208 Beds.) HOUSE PHYSICIAN required at the 
above Hospital. Pre-registration post. Salary in accordance with 
National Health Service scales. 

Applications, with copies of 2 recent testimonials, to the 
Administrator immediately. 
pein eager HERTFORDSHIRE. PEACE MEMORIAL 

AL. (208 Beds. ) ppeontions are invited for the post of 
RESIDENT ANZ STHETIST (Senior House Officer grade) 
to the Watford Hospitals. Post vacant early March. 

Applications, together with copies of not more than 2 recent 
testimonials, to the Administrator. 
WATFORD. SHRSSELLS HOSPITAL. 
pee ae Beds. ) lications are invited for the 

ENIOR HOUSE oF CER to the Geriatric Unit, a 
duty early in February. Modern Geriatric Unit of 180 
Adequate time for reading. The Hospital is within reach of 
London teac classes. 

plications, together with copies of 2 testimonials, should 
es. . the Medical Administrator as soon as possible. 
Some). HARTLEPOOL. GENERAL HOSPITAL. (471 

ds. App plications are invited for the post of SENIOR HOUSE 
Ba Yeie AN at the above Hospital, vacant ng of March. 

















(General Hos- 
ost of 
e up 
beds. 


Applications, stating , nationality and qualifications with 
dates, and qeemeess y copies of 2 testimonials, should be 
sent to the ye ale = Ee ools Hospitals Management 
Committee, at the Gener "Hospital, West Hartlepool, as soon 


as possible. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (107 
Beds.) Ap ~~ are invited from registered medical practi- 
Sty for the es appointment (resident) of HOUSE 


Applications, stating age, a equalifications, ther with names 
and addresses of 2 referees, should-he addressed to the ery. 
Weston-super-Mare coos pian Committee 
WHITEHAVEN HO MBE aa eds 
and Annexe of 31 Beds.) HOUSE OFFICER (obstetrical and 
(Gjamectesics!) (House Officer or Senior House Officer grade). 

acant beginning of February 

Detailed a nme erage with dates and names of 2 referees, to 
the Group Secretary, Workington Infirmary, Cumberland. 
WORTHING HOSPITAL, Lyndhurst-road, Worthin 
SUSSEX. (210 Beds—acute * general.) The post of HOUS 
PHYSICIAN will be vacant in Bran! § 

Applications from registered medical practitioners, stating 

qualifications, experience, nationality, and enclos' 
of? recent testimonials, to be forwarded = the Hospital Sec 
Shenctnety. A. V. Oa AKTON, Grou 
Jorthing Grou 








Pileadeaneas’ 
p Hospital Management Committee. 
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WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) HOUSE SURGEON to the Senior Surgeon. 
Post vacant 16th February. 

Applications, with copies of 2 testimonials, to the Group 

Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) HOUSE SURGEON (post recognised by 
Royal oa of Surgeons) required for general surge y wit 
some E.N.T. duties. Approved pre-registration post. acant 
28th February. 

Applications, with copies of 2 testmonials, to Group Secretary. 
WINDSOR. KING EDWARD Vii HOSPITAL. House 
PHYSICIAN required, Male or Female, for post vacant 11th 
February. Pre-registration post. 


Applications, stating age, qualifications with dates, nationality, 
and copies of 3 recent testimonials, to Secretary, as soon as 
possible. 


WINDSOR. KING EDWARD Vii HOSPITAL. Casuaity 
OFFICER required, Senior House Officer grade. Department 
forms part of Accident Service of Windsor Group. Duties include 
House Surgeon to E.N.T. and Eye Departments. Previous 
experience in treatment of acute injuries desirable. 

Applications, stating age, qualifications, with dates, nation- 
ality, with copies of recent testimonials, to Secretary. 
WOKING AND CHERTSEY GROUP LABORATORY. 
Applications are invited for the post of RESIDENT CLINICAL 
F HOLOGIST (Senior House Officer). The post is 1 of 2, 


and involves a half-share in the emergency service. Training 
will be available in all branches of clinical pathology. Post 
tenable for 1 year. Salary £819 10s. p.a. (deduction for board 
and lodging £150 p.a.). 

Applications, stating age, qualifications, &c., together with 
the names of 2 referees, should be sent as soon as possible to 
The Director, Group Laboratory, St. Peter’s Hospital, Chertsey, 
Surrey. 


WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School.) HOUSE OFFICER (pre-registration) E.N.T. Depart- 
ment, recognised for the D.L.O. and F.R.C.S. examinations. 
Vacant Ist March. 

Apply, giving age and qualificatiéns, with copies of 2 testi- 
monials, to the Hospital Secretary. 
WOLVERHAMPTON. THE nOvas. “HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School. ) Pre- istration sat OFFICER  (peediatrics) 
required. Vacant 20th samsety. J 58. 

Apply, giving age and qualifications, with copies of 2 testi- 
monials, to the Hospital Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Pirmingbem University Medical 
pene Pre-registration HOU Ha FFICERS. Vacancies in 

urgery occur on 23rd January, 1958 

Apply, giving age and qualifications, with copies of 2 testi- 
monials, to the Hospital Secretary, 
WREXHAM. MAELOR GENERAL HOSPITAL. (591 
Beds.) eg yak are invited for the posts of HOUSE SUR- 

GEON (2) at the above Hospital, to commence duties on Ist 
vobrussy’” 1958. The spose are rec ised for the dip- 
a of F.R.C.S. (England, Edinburgh, and Ireland) and are 

tration posts. 

App cations, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 

WREXHAM. WAR MEMORIAL HOSPITAL. (230 Beds.) *;} 
Applications are invited for the posts of HOUSE SURGEON (2 
at the above Hospital, to commence duties on Ist February, 
1958. The appointments are recognised for the Diploma of 
F.R.C.S. (England and Edinburgh) and are pre-registration 











posts. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. aes Fake niet 
U.S.A. ST. ELIZABETH HOSPITAL, Covington, Ken- 
TucKYy. (400-Bed Hospital.) Required, INTERNES. Intern- 
ship aporares by the American Medical Association. Rotate 
through services in surgery, medicine, pediatrics, obstetrics and 
om ey room. Starts Ist July, 1958 and ends 30th June, 
1959. Sa 3 er $200 per month with maintenance. 

Contact Hosp: ital. 

U.S.A. UNIVERSITY OF MINNESOTA MEDICAL 
CENTER. ANESTHESIOLOGY RESIDENCIES at the above 
Center. 2 or 3-year programme with clinical and didactic 
instruction in all phases of anesthesia. Board approval. Positions 
starting every month. 

Address, F. H. VANBERGEN, M.D., University of Minnesota 
Medical Center, Minneapolis 14, Minnesota. 


Public Appointments 


BOURNEMOUTH. COUNTY BOROUGH OF BOURNE- 
MOUTH. a are invited from registered medical prac- 
titioners, holding a Beer pe = in public health, for the super- 
annuable appointment of DEPUTY MEDICAL OFFICER OF 
HEALTH AND DEPUTY PRINCIPAL SCHOOL MEDICAL 
OFFICER. Candidates should be experienced in general public 
health administration and be capable of assuming full responsi- 
bility for the Health Department in the absence of the Medical 
Officer of Health. The salary will be within the scale of £1415— 
£55 (4)-£50 (1)-£1685, plus a car allowance of £110 
Further information regarding the appointment and forms of 
gee may be obtained from the Medical Officer of Health, 
lic Health Department, 17, St. Stephen’s-road, Bourne- 
mouth, to whom completed applications should be returned not 
later than 2ist January, 1958 
A. LINDSAY CLEGG, Town Clerk. 

















SECON 2 = aa 4 eReses MENT 
WESTMINSTER CIT COUNCIL. AND HOLS 
BOROUGH COUNCIL. Joint  eseimins of DEPUTY MEDICAL 
OFFICER OF HEALTH (permanent superannuable post). 
Salary £2050-£106-£2365 p.a. Applicants to be registered 

medical practitioners and to hold a registered public health 
qualification ; under 46: jem at Ist January, ex The 
| es a epee will act as Deputy Medical Officer of Health 
‘or the 2 boroughs. His services will be allocated in the proportion 
of pt to Westminster and 1/4th to Holborn 

Applications (marked “‘ Deputy Medical Officer of Health ”’), 

stating age, war service, qualifications, present ~! non appoint: 
ments, with names of 3 referees, to the Town Cler! estminste’ 
City Hall, Charing Cross-road, London, W.C.2, - hth February, 


Applications received in reply to the first advertisement will 
be reconsidered if the candidates so request. 


FACTORY DOCTORS. Factories Acts, 1937 and 1948. The 

following a “Chet Inspect as Apegintet ge + ay Doctor are vacant. 

Apply ny hief Inspector of Factories, 19, St. James’s-square, 
ondon, 





Latest date for receipt 











District County of applications 
WOOTTON BASSET .. WILTS .. .. 18ST FEBRUARY, 195 
EASTWOOD .. NOTTINGHAM .. 1ST FEBRUARY, 195 
BARTON-ON-HUMBER LINCOLN .. 18T FEBRUARY, 1955 
STAVELEY . DERBY - 18ST FEBRUARY, 195 
atounns 5 Y ae? . 18ST FEBRUARY, 195 

UCESTERSHIRE COUNTY COUNCIL. Senior 


MEDIC AL OFFICER, Maternal - Child Welfare. Applicants 
should have a wide experience of maternal and child welfare. 
Salary £1520-£1955, superannuable, medical examination, car 
driver, and should @ mrotorcar. 

Agpingsinn forms obtainable from County Medical Sow 4 
Hea! Berkeley House, Berkeley-street, Gloucester, returnal 
by Ist t February, 1958. 

uy H. Davis, Clerk of the County Council. 
Shire Hall, Giontene er. 

MANCHESTER. CITY OF MANCHESTER HEALTH 
DEPARTMENT. MEDICAL OFFICER ‘scheme for duties mainly 
in connection with the City Council’s scheme bef immunisation 
and vaccination. Sort 1050-£1475. ical Council “ C " 


Application omen may be obtained from the Town Clerk, 
Town Hall, Manchester, 2, and should be returned to him not 
later than 25th | January, 1958. 

DDL xX COUNTY COUNCIL County Health 
DEPARTMENT. ASSISTANT MEDICAL Orricen (whole- time) 
required initially in Area 4 (Finchl no My Hendon). Duties 
concerned with supervision of the health of Fieitees and Heath ung 
aren and School Health Service. Diploma in Public Heal 

in Child Health. and previous L Authority Aer 
pe advantage. £1080-£50(3)-£55(5)-£1475. hed, 
pensionable. presori conditions. 

Apply, stating ualifications experience names of 


2 referees, to Area ed Officer, Town Hall SH Ay N.W.4, 
by Ist March (quote W.729TL). anaes dregualifis. 
NAVY, ARMY AND AIR FORCE IN pplica- 


tions are invited from general practitioners in the undernoted 
towns for the onpencness in a part-time ‘ante seers as MEDICAL 
OFFICERS to this Corporation. Successful applicants would be 
required to examine and report on the conditions of em ~y~4 
ie the Corporation who may be referred to them ime to 
time. Fees for this work be paid on a scale agreed with the 
— —_ age A ram a 
pplications, giving d of qualifications an aaperitess, 
should be sent to the Chief Medical Officer, Navy, Army an 
Air Force Institutes, Segningten, -lane, London, 8.E.11, not 
later than 25th January, 1958. 
The towns for which applications are invited are :— 
BICESTER HIGH WYCOMBE 
WINDSOR eEaDiwe ALDERSHOT 


NOTTINGHAM. CITY OF NOTTINGHAM HEALTH 
SERVICES. Applications invited for appointment of ASSISTANT 
MEDICAL OFFICER for duties which will include maternal and 
child health and vaccination et immunisation. Possession of 

the D.P.H. an advantage a ao subject to 
2 czainetion. 5 est 1475 p.a. Commencing 


peoeeene © oO Sy hy Ae em a 
lication forms to btained m Medical Officer of 
nape Huntingdon-street, pan and to be returned to 


him by 8th February, 1958. T Oye Town Clerk. 
ba no Sagem ts. UNTY uU 
RIDIN HIRE. Joint appointment of SENIOR 
ASSISTANT COUNTY MEDICAL FICER AND SCHOOL 
MEDICAL OFFICER to the Bowland bergh and Settle 
Rural District Coma and the West Riding County Council. 
Applications are invited from registered medical practitioners, 
men or women, for the above post. The su applicant 
will be on the staff of the County Medical Officer’s De; ent 
but will work under the administrative direction of the Divisional 
Medical Officer and Medical Officer of Health, who is en 
for the day-to-day administration of public health matters i 
: will be clinical in the ee Health 
and Infant Welfare Services, but in addition, 9 ted 
will act for the Divisional Medical Officer and edical ¢ cer of 
Health in his absence, and will be appointed as Deputy Medical 
fficer of Health to the above constituent authorities. Candidates 
nm 














Bids fh. Travelling and subsistence allow 
the County Council’s scale are ot pe in additi on to 
The post is superannuable and ubject to a medical 
examination. 

Forms of application are obtainable from the padenstienté, to 
whom they should be returned not later than 3rd February, 1958. 


J. Woop-Wiison, 
County Hall, Wakefield. County Medical Officer. 


55 
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PONTYPRIDD —oe aeranee ee 
GLAMORGAN COUNTY .COUNC aogie ations for the 
sppentanens of Male MEDIC AL FFICER OF WEALTH 


for the CER Cle Urban District and ASSISTANT MEDICAL 
OFF amorgan County Council; are invited from Male 
pnd a practitioners who hold the qualifications prescribed by 
the Sanitary Officers (Outside London) Regulations, 1935 and 
1951, and who have been registered as medical practitioners for 
not less than 5 years. The salary for the mixed appointment 
will be £1717 10s. p.a., — = 8 annual increments to a maxi- 
mum of £2078 19s. 6d. p.a e point of entry to be in accordance 
with experience. The appointment will be subject to the Local 
Government Superannuation Act 1937/53 and to the passing of 
a medical examination. 

Forms of application and particulars of ap 
obtained from the undersigned Clerk of the Pontypridd Urban 
District Council, to whom they should be returned on or before 
coturiay. lst February, 1958, endorsed “ Medical Officer of 


Health 
BERNARD M. pag! 
Clerk of the Pontypridd U.D 
RICHARD JQHN 
Clerk of the Glamorgan C ounty Council. 
Municipal Buildings, Pontypridd, Glam. 
ye er COUNTY COUNCIL. Chiid Guidance Service. 
lications are invited for the part-time post of PSYCHIA 
ST to the Sutton Child Guidance Clinic for 4 sessions per 
week. Possession of the D.P.M. essential. Remuneration at the 
rate of 5 guineas per session. 

Applications, stating age, qualifications and details of present 
and previous appointments, together with the names of 2 referees, 
should be sent to the Coun myn! Medical Officer, County Hall, 
Kingston-upon-Thames, not later than 27th January, 1958. 


ointment can be 


. Council. 











BIRMINGHAM. BLOOD TRANSFUSION ee 


a nk aloe OFFICER. ecesmney qualiention, B.Sc. 
biological science subject. Post rs we 4-33 “tor 


original research. Previous knowledge of -grouping not 
essential. reew hitley Council p: Sh &e. 
Apply Secretary, Regional ay | pred 10, us-road, 


= ormation 


B ham, 15, by Ist February, 1 
B 15, Ampton-road, 


from Director, Blood Transfusion Rarvies. 
Birmingham, 15, by appointment. 


General Practice 


For an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ‘‘ Vacancy 








ISLEWORTH. Applications invited for Vacancy cocsetones 
by death of pean. List at present copeoxmnately > —_ 
‘‘ Intermediate "’ Premises may be availa’ "- Apply so 
Form E.C.16a before 25th January, 1958, erk, 
Middlesex Executive Council, North West aL, 119" Maryle- 
bone-road, London, N.W.1. 

MID-DEVON. a ae are invited for a rural 
VACANCY (death) ist at present operant 1100 (dis- 
Applications on Form E.C.16a should the under- 





pensing ). 
signed not later than first post, 30th January, 1958. Form 
E.C.16a and further details obtainable on request. 

Devon and Exeter Kaw hg Council, H. BELL, Clerk. 


46, Queen-street, Exeter. 


Miscellaneous 








WALSALL. COUNTY BOROUGH OF WALSALL. Appii- 
cations are invited from qualified medical practitioners for the 
post of DEPUTY MEDICAL OFFICER OF HEALTH at a 
Salary of £1486 p.a., rising by annual increments of £55(4)- 
£50(1)-£1756 p.a. Applicants must possess the D.P.H. and 
should be approved in connection with the ascertainment of 
eye mS subnormal children. Commencing salary according 

ualifications and experience. 

urther particulars and forms of application for the appoint- 
ment may be obtained from the undersigned. Closing date for 
applications, Monday, 10th February, 8 

W. STaLEY BROOKES, Town Clerk. 


GOVERNMENT OF TANGANYIKA. Maile Medical 
OFFICERS with qapeeetes registrable in United Kingdom 
required for general duties. Officers would normally be based on 
a hospital but must be prepared to tour and to train African staff. 
Professiona] work covers a wide field in all branches of medicine, 
surgery and obstetrics with unusual responsibility and scope for 
initiative. Ample opportunities for sport and recreation. Limited 
private practice is at present p= rmitted. Appointment can be 
made on permanent basis with pension (non-contributory), or 
on short-term contract with af (taxable) on satisfactory 
completion of service. National Health Service doctor may 
retain Serr per rights (up to 6 years) and receive gratuity 
(taxable) of 20% gate salary after eng ent. rez 
ranges from £1284 ‘to 0 15 a year, starting-poin’ fd determined b 
experience. 4 extra increments given for approved higher q : 
fications. Permanent officers are eligible to be considered at any 
time for pen ee + to higher aried posts in Tanganyika 
and other territories in medical administration or, if they possess 
higher qualification and suitable experience, in specialist posts. 
Quarters generally available at rental of £30 to £78 a year 
according to size and type, furniture £12 to £24 a year. ree 
posnegee in both directions for officer and wife and up to cost of 

1 ad fare for children. Taxation at local rates. Annual local 
leave permissible and generous home leave after each tour of 
from 30 to 36 months. Educational facilities. 

Application forms from Director of Recruitment, Colonial 
7 ae Smith-street, London, S.W.1 (quoting BCD. 
WESTERN REGION OF NIGERIA. Specialist Obste- 
TRICIAN required for obstetrical and gynecological duties, 
including outpatient, maternity, child qo! and antenatal work 
in the larger wees > hospitals of the Region (which are being 
cuteapee up to 200 Beds), and to assist in training midwives. 
Cone Hotes should have registrable medical qualifications and 
the M.R.C.O.G. or an equivalent higher qualification with con- 
siderable experience of major surgery in their rem and have 
ae at least 6 years’ post-registration experience 

soy gl a tour of 12-24 months in the first instance) 

may 


Council House, Walsall. 





her :— 

(a) on contract with gratuity (taxable) on satisfactory com- 

pletion of contract at rate of £37 10s. for each completed period 
of 3 months’ service (including leave), or 

(6) from National Health Service, candidates retaini 

annuation rights and receiving gratuity (taxable) of 


eagregate of salary. 
alary under (a) £2664 a year, and (b) £2220. 
Quarters provided at low rental. Taxes at local rates. Annual 
leave rmissible : generous home leave granted after each 
tour of 12-24 months. Free return passages for officer, wife, 
and children (up to 3). 
Application forms from Director of Recruitment, 
Office, London, 8S.W.1 (quoting BCD. 117/410/06). 


Hospital Services: Non-Medical Appointments 


pn en ih — MANCHESTER HOSPITALS. 
MANCHESTER INFIRMARY. A vacancy exists for a 
MEDICAL PHOTOGRAPHER in the Department of Medical 
Illustration. Whitley Council conditions of salary and service. 
£440-£20 (4)-£25 Dag le 

Applications, together with the names of 2 referees, to the 
Secretary, Manchester Roya) Infirmary, Manchester, 13. 


super- 
0% of 


Colonial 











The Morgan Crucible Company Limited require a full-time 
Medical Officer (Male) at its Battersea works where the total 
strength is 3500. Industrial experience is essential and D.I.H. 
desirable. Salary will be in accordance with B.M.A. recommen- 
dations. The Com sopeny runs a coneeeeery pension scheme -_ 
non-contributory insurance. Preliminary interviews will be 
conducted to arrive at a short 5-4 B ig expenses in 
otenes these interviews will be 

un Monoa should be addressed § to ‘the Staff Manager (Ww), 

ORGAN CRUCIBLE COMPANY LIMITED, Battersea Church- 

i. 
Raita ee; os Limited. 





plications are invited for the post 
Ythee sense in casualty 


of an additional Medical Officer at Derb Tat Ey 

work and general medicine essential. # Ter get 
from £1600 p.a.—Applications Sonia te i aan ae wit: 
details of qualifications and experience, to Consultant 


Derby. 
MEDICAL OFFICER 
required by large oil company for service initially based on 
Londen but entailing overseas tours of duty and eventuall 


-Royce, ; 
for permanent service in the Middle East. ference | 


Officer, Ro 





be given to bachelors under 37 with overseas 
and some knowledge of tropical work. Salary in accordance 
with the B.M.A scale. P on sc me.—Apply, 
quoting No. 616, to Box No. 1396, c/o ARKER 
| AND Sons Ltp., Gateway House, ‘London, E.C.4. 
Oxford University Press have a vacancy for a eae 
Assistant to the Medical Editor. rding 
experience.—Apply to Staff Manager, en House, Warwick: 
square, E.C.4. 
Doctor’s receptionist, 5 years’ 
referably in the Midlands.—A 
Bifice, 7, Adam-street, Adelphi, London, ‘W.C.2 
Canada. For disposal in Eastern Canada, general practice 
in lovely countryside, 25 miles from University town 
sporting facilities. British d accepted. Very little capital 
ed Selling han 6 months’ income, includes 
with modern kitchen we 








oxo see seeks post, 
LANCET 











complete heavy 7 house 

ment and all office equipment. Pleasant practice for Ri 

energetic married man. er end June.—Reply Address 

No 60, THe LANCET Office, 7, Adam-street, Adelphi, London, 
y.C.2. 

Doctors requiring applications, neeet copied: wee’ to 

MANTON fegeiston cnet Ltp., 98, torla-street 8.W.1 


(VIC 0141), who are specialists. 

“ Pregnancy Diagnosis by the Xenopus Method”, 24-hour 
imens of urine and £2 2s. fee. Hematology, 
Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 

Microscopes. Highest prices’paid for good modern types. 
Send or bring your equipment is for valuation.— WALLACE HEATON 














Ltp., 127, New Bond-street, W 
Hypnotism. Will all Sicicet a in thie subject 
for Medical purposes please to meg British 


Society of Medical Hypnotists, 126, Harley strect, 





Sireet-meitie 5 (Feitipe) Elec! mera for sale.— 
Address, N , THE LANCET Office, 7, Adam-street, Adelphi, 
London, wc < Sirens 





West End. 1 ~. pane meer = iy ny one, Chana 
pe aphy, electrocar ceren y, ow available.—Address 
} =e ‘361, Trae LANCET Office, 7, Adam-street, Adelphi, London, 
W.C.2. 








Watson Service ‘Microscope, excellent condition. Objectives 
%, %, %e (oil immersion). Eyepieces 10x, 15x. £30.—Phone 
Polden, Elmbridge 5371, Extension 1 
Doctors’ Houses in New Town. Interested parties spp ly 
te Thomas Bates & Son Limited, The Old Brickworks, Harol 
Wood, Essex, developers of large new Estate, Stanford-le-Hope, 
Essex. Several thousand-houses ultimately to be built, 400 now 
in course of erection. 








in the County of TIO 


oe a the SS ee Bo ee es vs y —- pe CS. hg =~ it 
Prin AZELL, WATSON AND VINEY, LTD., Le’ 0 an es —Saturday, uary 
. S Class at the New Yo rk, U.S.A., Office. 
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radical 








reduction 


in 


sulphonamide 


dosage 
: fadlet instead of 


The introduction of LEDERKYN Sulphamethoxypyridazine 

has radically changed the pattern of sulphonamide therapy. 

This is the first long-acting antibacterial sulphonamide to 

be offered for clinical use, and it is fully effective ata 

maintenance dosage of only $ Gm. daily. 

This is a reduction of some seven-eighths as compared with 

the typical sulpha drug dosage i.e. one tablet instead of eight. Improved 
tolerance and a welcome freedom from side effects result 

from this dramatic dosage reduction. Moreover, the swift 
absorption andefficient diffusion of LEDERKYN lend further emphasis 
toitsclinical value especially in treating genito-urinary infections. 


Lederky- 


* 


SULPHAMETHOXYPYRIDAZINE *REGD. TRADE MARK 


Tablets (0.5 Gm.): bottles of 24, 100 and 500 


LEDERLE LABORATORIES DIVISION 
Cyanamid OF GREAT BRITAIN LTD., London. WC2 
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Effective 
‘cough therapy’ 


in bronchitis and congestive 
symptoms associated with 
the common cold 


PIRAEX 


ALLEVIATES 
LACHRYMATION 


Each teaspoonful of PIRIEX contains: 


PIRITON (CHLORPHENIRAMINE) MALEATE 2m, 
AMMONIUM CHLORIDE B.P. 100 nif ALLEVIATES 


SODIUM CITRATE B.P. 44mg. CONGESTION 


PRESENTATION — Supplied in bottles 
of 4 fluid ounces and 2 litres 


HANBURY 'S 





